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19. ABSTRACT.

Military medicine and the Military Health Services
System (MHSS) are in the midst of change and turbulence.
Decreasing defense budgets, reductions in the active duty
and civilian work force, and escalating costs of medical
care make it increasingly difficult for the MHSS to
accomplish its patient care and medical readiness missions.
Today, the most frequently prescribed remedy for these
problems is to increase the amount of "jointness”, the
amount of centralization and consolidation of military
medicine. In Fact, military medicine has already become
quite centralized within the last year and is likely to
become even more consolidated in the future. Therefore, it
is imperative that as we carry out the process of
centralization and consolidation, we do all in our power to
preserve the best parts of military medicine. We must act
now to shape the future of military medicine, so that we can
maintain the core values anrnd 'ifeblood programs which have
made military medicine so successful thus far.

This paper examines the issue of Jjointness in military
medicine. The author reviews the history of the medical
departments, shows how and why the three medical departments
evolved differently, and discusses the impacts that those
"service-unique” differences may have on the MHSS, now and
in the future. The author then examines the current MHS3S,
to include the role of the Assistant Secretary of Defense
for Health Affairs, the missions and organization of the
three medical departments, and the importance of graduate
medical education and medical research and development for
the future. The paper then reviews the possible Joint
organizational models for a consolidated MHSS and discusses
their advantages and disadvantages. Finally the authecr
shares some of his concerns about the need to preserve the
"crown Jeuwels” of military medicine and offers some
recommendations on how to achieve this goal.
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INTRODUCT ION

AN UNCERTAIN FUTURE

The future of military medicine in the U.S. Armed
Forces is quite uncertain. The anticipated benefits from
reduced military threats abroad have evaporated in ths face
of a deep economic recaession and seemingly unsolvable social
problems at home. Dwindling defense budgets, éscalating
health care costs, and an evar-increasing number of eligible
beneficiariss intaract to severely constrain the ability of
the Military Health Services Sustem to accomplish its health
care and medical readiness missions. If we who are involved
in military medicine fail to take action to shape our
future, then other people and other forces may well produce
a military medical system which fails our patients and our

nation. We must not allow that to happen.

There are many leaders in Congress and within DoD today
who see further centralization and consolidation as the
panacea for military medicine. Thus far, the debate on the
issues of increasing the amount of "jointness” in military
medicine has focused on two guestions. First, should

military medicine become more of a joint operation? Second,
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if military medicire does become more consolidated, what
Joint arganizational medel should be adopted? Congress
ansuered thae first guastion in 1391 when it directed that
the budgetary authority and responsibility for military
madicine be transferred from the military departments to the
Assistant Secretary of Defense for Health Affairs. With
this decision, Cangress not only mandated further
ceantralization of military medicine, but also sst a

precaedent for further consoplidation to come. Debate on the

sacond question continuas.

PURPQOSE

The author accapts the premise that military medicine
will be more centralized and consolidated in the future.
The purpose of this paper is to expand the debate about the
future of military medicine by addressing the question of
how to accomplish the process of further centralization and
consalidation most effectively. The author hopes that this
paper will stimulate further creative thought and
discussion, not only about the issue of further
centralization and cﬁnsolidation, but alsoc about tha procass

itself.
METHODS

The author developed this paper by researching the

available literature, conducting interviews, and applying




his own experiences to the issues at hand. Research into
the history of U.S. military and naval medicine was combined
with research into tha current organization and operations
of the Military Health Servicaes System and its three
component military medical departments. Interviesuws wers
conducted across the spectrum of military medicina, from the
current Assistant Secretary of Defense for Health AfFairs,
Dr. Enrique Mendez, from other officials within the Office
of the ASD(HA), from officials of the three medical
departments, and from non-medical officers in the three
military departments as well. The author also conducted
both literature research and personal 1ntervi§ws into
foreign military medical services, especially the Canadian
Forces Medical Service. Finally, the author applied his own
experiencaes as an Infantry officer for six years and as a
Medical Corps officer for fourteen years in analyzing the
ressarch data. The author unabashedly includes his ouwn
views in the discussion of which sssantial parts of military

mgdicine must bas preserved for the Future.

SCOPE

This paper describes how military medicine has svolved,
how it operates today, and how it should operate in the
future, This paper traces the historical evolution of the
military medical departments and the Military Health

Services System (MHSS) and identifies the origins of several




genuine philosophical and operational diffarences that exist
among the three medical departments and between the medical
departments and the Office of the Assistant Secretary of
Defense for Health Affairs today. The paper next discussas
the current organization and operations of the MHSS and
identifies and analyzes thoss differsnces which will have a
significant impact on further centralization and
consolidation. The ma}or organizational models which might
be adopted sre then discussed and the advantages and
disadvantages of sach are noted. Examples of foreign
unified military medical services are presented as part of
that discussion. The author describes those aore values and
"lifeblood” programs which he fesls should bes presarved in
any future military medical system, to include maintaining
the primary focus on patient cars, strong and vibrant
graduate medical education programs, and physician-led
madical command and control. Finally, the author presents

several recommenciations which he hopes will be considered by

today’'s leaders of military medicine.
I0 SHAPE THE FUTURE

The transition of the U.S. Armed Forces and of military
medicine to the Twenty-first Century is already under way.
If military medicine is to remain strong and viable in the
future, it is imperative that we, who care for patients and

who are the leaders of military medicine, shape that future.




We must plan for success in the transition process. We must
study and aralyze all issues thoroughly, evaluate all
alternatives rationally and dispassionatsly, and develop
workable organizations and procedures For change. In the
process, we must be willing to learn from the experiences of
our own military medical history and from the examples of
foreign military medical services. Above all, we must
remain true to our ownaharitage. We must preserve for the
future those "crown jewsels”, those best parts of military
medicine, those core values and lifeblood programs which
have made U.S. military medicine the success that it is
today. If ws succeed, then wse will shape a future for
military medicine that will serve both our patients and our

nation in the century toc coma.




CHAPTER TWwO

HISTORICAL EVOLUTION - 1775 TO 13880

AN EVOLVING HISTORY

American medical personnel have cared for American
soldiers and sailors since the first days of the
Revolutionary War. In the more than two hundred years sinca
than, our nation, its armed forces, and their military
medical departments have grown larger and more complex.
Beginning in 1775 as small organizations of surgeons,
surgeon’'s mates, and apothecaries, the Aémg Hadical
Department and the Navy Medical Department have accommodated
not only the evolutionary changes that occurred in military
and naval science, but also the revolutionary changes that
occurred in the science and practice of modern medicins.
This tradition of evolutionary change pragresssd even
further with the creation of the Department of the Air Force

in 1847 and the Air Force Medical Service in 13949.

In the process of their development, the medical
departments evalved similarly in a medical professional
sense, but evolved quits independently in a military
organizational sensa. For the Army and Navy Medical
Departments in particular, their first one hundred and
seventy-five years could easily be characterized as long

periods of independent evolution interspersed with wartime




episodes of cooperative joint action. As with many other
types of svolutionary change, the histories of the medical
departments have been marked by decisions and actions that
seemad quite reasonable and rational in the situations and
in the times in which they occurred. Today, as we revisuw
the past and plan for tﬁe future, we must recognize that
soma of our avolutionagg organizational practices and
custams continue to be useful, while others are simply no

longer rational or practical.

As the medical departments continue to evolve, it will
be important tolconcentrate on those missions and those
organizational issues which ar= genuinely important. In
that sanse, history can certainly bs a useful guide. For
although the medical departments have changed greatly
throughout the years, they have always remained faithful to
their primary mission, to provide quality medicél and
surgical care to the active duty forces, or, as exprassed in
the motto of the Army Medical Department, "to conserve the

fighting strength”.

THE HMILITARY MEDICAL DEPARTHMENTS - 1775 to_ 184S

In sarly July, 1775, Genseral George Washington assumed
command of the Continental Army at Cambridge, Massachusetts.
He quickly realized that there were too few regimental

surgeons in camp to provide proper medical care for the




entire army and that a more organized medical system was
needed.(1) In response to his request for assistancae, the
Continental Congress created "an Hospital"; or medical
department, for the army on July 27th 1775.(2) This small
civilian force, consisting of one director géneral and chief
physician, four surgeons, twenty surgeon’s mates, and a feuw
nursing assistants, was raquired to "visit and attend the
sick” of the 20,000 man Continental Army.(3) The Director
of the Hospital was also required "to furnish medicines,
bedding and all other necessariss, to pay for the same,
superintend the bhola. and make his report to, and receive
orders from the commander-in-chief.”(4) .In this one brief
resolution, the Continental Congress established the fFirst

military health care system in America.

This first military medical system set several
important precedents. First, it established that the
primary duty of the medical professionals was to provide
patient care to active duty soldiers. Second, it
established an administrative and logistical apparatus to
supyort the patient care mission. Third, in order to ensura
that the administrative and lagistical apparatus would
actually support patient care, a physician was appointed as
the director and superintendent of the entire medical
system. Fourth, this director reported to and was

responsible to the commander-in-chief of the army, a "line”




commander. Fifth, this medical system was provided to care
solely for the Continental Army. There was no mention of
providing care to members of the Continental Navy, a servica
which was not crseated until October 13th, 1775.(S5) Even
thareafter, however, although the Continental Congress
passed at least four additional laws regulating the medical
department of the Continental Army, none of these mantioned
any pravision of care to the sailors of the Continental

Navy . (8)

During the Revolutionary War, the regimental surgeons
of the Continantal Army supplemented the work of the
Hospital Department on land. In the Continental Navy, most
larger ships carried a ship’s surgeon and a surgeon's
mate.(7) In QOctober, 1783, at the end of the war, the
Army’s Hospital Department was disbanded.(8) In 1784, the
Continental Army itself was reduced to only eighty officers
and men.(3) The Continental Navy was entirely disbanded

that same year.(10)

Tha first gaars of the United States, howevar, proved
the nead for small regular military and naval forces, and so
Congress created the Department of War in 1788 (11) and ths
Departmant of the Navy in 1798.(12) On March 2d, 1799,
Congress promulgatsed "An Act To Regulate The Medical
Establishment.”(13) This act provided for a single medical

astablishmant for "the supsrintendence and direction of all




military hospitals, and generally, of all medical and
chirurgical practicae, or service concerning tha army and
navy of the United States, and of all persons who shall be
aemployed in and about the same in camps, garrisons, and
hospitals.”(14) This act alsoc provided that, "A caonvenient
place be set apart for the sick and hurt men,” aboard
ships.(15) For the most part, however, this act applied
only to madical personnel and hospitals assaociated with army
camps and garrisons located within the United States. '
Although this act created an impressive medical organization
on paper, this act was apparently never put into operation.
In fact, the strength of the army and its medical
establishment was reduced even further over the next few

years.

By 1807, only one surgeon and 27 surgeaon’s mates still
served on active duty, mostly at frontier garrisons and
posts.(16) Thase small frontier garrisons and posts wers
usually isclated from the more settled civilian communities
in the east. Consequently, the few families who accompanied
their soldiers had no access to civilian medical care. Not
surprisingly, it became customary for the post physician to
care for the entire post, soldiers and family membars
alike.(17) This custom, of military physicians routinely
caring for family members, would gradually become enshrined

as a recognized benefit of military service in the Army.
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In the Navy, howsver, the situation was different.
When ships were at sea during long voyages, they wers
isclated. Therefore, those naval surgeons ssrving aboard
ship were the only source of medical cars for sailors at
sea. On the other hand, since all ships were based in home
ports in civilian communities, the family members of sailors
wers able to obtain medical care from local civilian
physicians. Consequently, the Navy Medical Department
placed a high priority on assigning as many naval surgaoés
as possible to sea duty and a much lower priority on
providing health care to sailors’ familises 1n:the home

ports.

The War of 1812 brought about large increases in the
size of the military services and smaller increases in the
size of their medical components. On March 3d, 1813,
Congress passed lagislation which established the position
of a physician and surgson-general "for the better
superintendence and management of the haospital and medical
establishment of the army of the United States.”(18) During
this war, the Army and Navy worked together sasveral times in
campaigns along the Great Lakes. In 1813, soms Army
surgeons worked aboard ships of the Great lakaes
squadron.(19) During the Battle of Plattsburg in September,
1814, an Army surgeon, Doctor James Mann, provided care to

wounded soldiers and sailors. Apparently, naval surgeons

11




worked alongside him, bscausa ha latar wrote that ”"thae
madical gentlemen of our army and navy were...superior to

the medical gentlemen of the British Nawvy.”(20)

As expected, when the war ended in January of 1815, the
military services again decreased in size. The office of
the Army’s surgeon-gaqetal was abolished and the number of
medical personnal again decreased to a very low level.
However, as a result of lessons learned during the war,
Congress approved the creation of a permanent Medical

Department for the U.S5. Army on April 14th 1818.(21)

Over the next forty-five years, the Army and Navy
evolved in different directions. The small regular Army was
principally involved in westward expansion and maost medical
personnel again served on small frontier posts. During the
same period the Navy gradually increased in size and
worldwide scope. The Bureau of Medicine and Surgery (BuMed)
was established in 1842.(22) During this period the Navy
built several permanent shore hospitals at its major east

coast ports, such as Norfolk, UA.

During the Civil War the Army and the Navy undsruwent
their largest expansions to date. The number of men and
militia units that entered on active duty completely
overwhelmed the administrative and logistics capabilities of

the small regular Army Medical Department.(23) Because the

12




Navy underwant a much lasser expansion, tha Navy medical

Department was relatively less straessed. For the most part,
each service conducted its campaigns, and its medical care,
separately. Howevaf, in certain theaters and at certain
times, for example in the Vicksburg Campaign, the Army and
Navy worked closaly together.(24) At the end of the war,
the active duty military and naval forces again shrank to

their former peacetime levels.

In the post-Civil War era, two important evolutionary
devlopments occurred. First, the Congress formally
authorized the hrmu Medical Department to provide madical
care to Army families, but on a "space-available” basis.

The Army Appropriations Bill of 1884 stated that, “Medical
officers of the Army shall, whenever practicable, attend ths
Familias of the officers and soldiers fres of chargs.”(25)
Second, although the medical departments again decreased in
size after the Civil War, they were increasingly involved in
the progress of medical sciesnca. Military physicians were
as excited as their'civilian colleagues about the nsw
scisnces of microscopy and bactericlogy. Successive
surgeons general 6? tha Army advocated that military
surgeons pacticipate in clinical research. As progress in
medical science began to outpace prograss in military and
naval science, medical science became a dominant factor in

the expansion and development of military medicine. In the

13




process, military medical institutions and military medical
professionals besgan to develop a character that was
professionally distinct and somewhat separatas from the

”"lina” branches of their services.

During the Spanish-American War, the two services and
their two medical departments operated fairly independently.
Even after the war the two medical departments opsrated
essentially indepsndaently as they attempted to imprave the
sanitation and public health in the territories newly
captured from Spain. In this period, however, the
scientific discoverias made by military physicians, such as
George Miller Sternberg, Bailey K. Ashford, and Walter Reed,
made possible the control of typhoid fever, yellow fever,
and malaria.(26) Casualties from disease would continue to
decline. Thse invastment in military medical research had

certainly proven worthwhile.

In the early 1800's, both the Army and the Navy grew in
size in order to garrison, administer, and support the
far-flung American Empire. The services and their medical
departments were scattered across the world. With the
construction of the Walter Reed General Hospital in
Washington, D.C., in 1809, the Army Medical Department had
on one campus the Army Medical School, the Army School of
Nursing, and the Walter Reed Hospital as the clinical

laboratory to support these schools.(27) This campus would

14




support further medical scientific research to benefit the

armed forceaes.

During World War I, a mobilized Army and Marine Corps
Fought in France during the Summer and Fall of 1918. The
Navy convoyed over one million men and their equipment to
France and fought German submarines along the way, but
otherwis=a saw little combat.(28) Again, the two medical
departments operated independently. The Army Medical
Department sent many units to France within weeks of the
U.S. Declaration of War in April, 1917. The first officer
and the first three enlisted soldiers killed in action in
France were medical persannel.(29) Sincs this was largely
an Army theater of operations, tha Army Medical Department
furnished virtually all of the medical care in France,
including most of the medical care for Marine Corps units

serving thera. By 13918, more than 170,000 Army medical

personnel were serving in France.(30) In contrast, although

many Navy Medical Department personnel saw service in France

with the Marine Corps, most served with the flest.(31)

The intsrwar period saw a return to a small peacetime
military sstablishment, but medical sciencs and graduate

medical sducation continued to svolva. Following the

pattern establishsd by civilian medical schools and tsaching

hospitals, sach medical despartment established its own

internships, the first modern military graduate medical

15




education (GME) programs, during the 1920°’s.(32) Thasa

internships were conducted at the major Army and Nawvy
genaral hospitals, many of which would later become today'’'s

modern military medical centers.

The advent of World War Il saw the largest expansion of
the armed forces in our history.(33) The Army Medical
Department expanded greatly to support an army of saven
million men. Unlike previous wars, howsver, air power was a
major factor. The Army Air Forces grew to more than tuwo
million men and becams almost a separate service unto
itself.(34) ARAlthough all of the medical personnel who
supported the air forces were members of the tﬁe ACmy
Medical Department, many of them soon identified more with
the air forces than with the remainder of the Army. 0On the
naval sidae, tha Naval Medical Dspartment similarly sxpandad
to meet the needs of the more than three million sailors and
marines in uniform.(35) As naw posts and bases were
constructed throughout the U.S. and around the world,
medical personnel staffed thousands of aid stations,
dispensariss, and hospitals. At the war’s end, thers wers
mare than 800,000 medical personnel in uniform around the
world.(36, 37) Ths vast majority of these veterans would
return to civilian life during the demobilization that

followed.
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Although each medical department continued toc operate
virtually independently, there were many important areas of
interservice cooperation. 0One especially important example
was the system of land, ssa, and air evacuation which
transported sick and wounded military personnel to rear-area
medical facilities which could treat and rehabilitate
them.(38) Almost squadly important wars the interservice
boards which standardized and assisted the procurement of
medical supplies and equipment. Since the European Theatra
of Operations was predominantly an Army operation, ths Army
Medical Department furnished virtually all of the medical
care thera. In the Pacific Theater, in contrast, thers was
mors of a balance betwesn Army and Marine ground and air
units. Consequently, there were many episodas of
copoperation bestwsen the two medical departments in the
Pacific. Perhaps the best example of joint medical efforts
occurred during the invasion of Okinawa, where Army and Navy
medical units worked together to cars for soldiers, marinss,
sajilors, and airmen;(as) Unfortunately, however, the good
will built up as a result of interservice cooperation during
the war ysasrs would soon be consumed by the bitter
interservice rivalries of the post-war era.

THE ERA OF UNIFICATION - 1946 to 1980

The end of WWII brought mixed blessings to ths two

armed services. Although the war was over and the fighting

17




had ended, the services had to adjust to new international
military obligations, and significantly decrsased budgets,
in a greatly changed world. The advent of the strategic
bomber and the awesome power of the atomic bomb seemed to
relegate classical armiss and navies to the histaorical
dustbin. The lsaders of thse Army Rir Forces and their
congraessional suppoarters advocated the creation of the U.S.
Air Force as a separate military service. By 1947, the Cold
War had begun and there wers serious debates within the
services as to how the U.S. should raspond to the new
communist threat. Interservice rivalries again heated up in
response to the intense competition For.defensa dollars and
manpower allocations. Congrass held many hearings to
discuss the future of the U.S. Armed Forces. During one of
thesa hearings, the Army Chisef of Staff, Gensral of the Army
Dwight D. Eisenhower, advocated both unification of the
armed services and unification of ths military medical
departments into "a unified medical service for the unified
armed forces.”(40) The U.S. Navy, however, favored an
approach that would preserve service independence and fostser

more interservice coordination, rather than unification. (412

In July, 1847, the Congress passed the National
Security Act of 1947. This act created a National Military
Establishment with three military departments, Army, Navy,

and Air Force. The Air Force became a separate armed

18
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sarvica. The position of Secratary of Dafanse was also
created. This act made the Secretary of Defense the
president’'s principal assistant on defansz matters, but did
not definitively make him superior to the secretaries of the
three military departments.(42) In affect, this act

represented a compromise between the Army and Navy

positions. There was no mention of unifying the military

medical departments.

Over the next two years, while the debates about
unification continued, the Surgeons General of the Army and
Navy and the new Air Surgeon worked cooperatively to resolve
interservice medical praoblems «nd to ass;st the formation of
a new Air Force Medical Departmaent. Secretary of Daefense
James Forrestal gstablished a Committee an Medical and
Hospital Services of the Armed Forcaes to study and rscommend
needed changes. This committes, named the Hawley Committee
after its first chairman, ratired Gensral Paul R. Hawley
(Army Medical Corps), made many recommendations in its final
report in 1849, but did not recommend unification of the
three medical departments. By then, MG Raymond Bliss, the
Army Surgeon Gensral, and one of the key members of the
Hawley Committee, was opposed to a unified medical

service. (43)

General Eisenhower continued to advoccate both

unification of the armed services and unification of their
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raspactive medical departments. Serving at that time as the
Chai—~man of ths Joint Chiefs of Staff, he sent the following
handuritten memgrandum to the Secretary of Defense in March,
1849:

"The Joint Chiefs of Staff recommend
unanimously that the Secretary of Defenss immediately
instituts studies and measuraes intended to produce, for tha
support of the threa fighting services, a completely unified
and amalgamated (single) Medical Service.” (44)

Recognizing the need for further steps toward
unification of the armed services, the Congresé in August,
1943, abolished the National Military Establishment and
created the Dspartment of Defanse in its placs.(4S) This
legislatian definitively made the Secrectary of Defense
superior to the secrstariss of thes three military
departments. Almost all other efforts to unify the armed
services, including the miilitary medical departments, were
tabled. Instead, in September, 1948, the Air Force Medical
Service was formalized, with its ocwn surgeon gsnsral.(46)
One month later, the Offi:ce aof Medical Services was created
within the Department of Cefense to establish policiss and
programs for the three medical departments.(47) As the
medical departments endsed the decade, thes patter. for ths
future was clear. The Department of Defense, through its

Office of Medical Services, would coordinate some activities

of the medical departments. The three separate medical
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departments would ramain essentially independent, each

responsive only to its own armed service.

The advent of the Cold War and the Korean War in 13850
brought about the creation of the first large peacetime
defense establishment in American history. This, in turn,
produced two unforeseen results for the medical departments.
First, the medical departments were required to provide care
to large numbers of socldiers, sailors, and airman during -.
both pesacetime and wartime. Second, in order to improve the
recruitment and retention of career military personnel, the
services formally decided to provide health care to Family
members and to retirees as part of the military entitlsment
benefits.(48) Thus, the medical departments formally
assumed the additional mission of providing comprehensive
health cars benefits to active duty family members,

retirges, and their family members as well.

By the 1850’s, sach of the medical departments had
developed its own hiaerarchical health care systsm, composed
of unit- or ship-level clinics (primary care), post-level
cammunity hospitals and hospital ships (secondary care), and
regional teaching hospitals (tertiary care). These systams
grew in size and complexity throughout the 1950’'s and
1960's, supported by both the Selective Service draft and
the expanding graduate medical education programs. The

draft provided the medical departments with large numbers of

2l




physicians, dentists, and enlistsed psrsonnel to carry out
patient care and administrative programs. The expanding
graduate medical education pragrams provided the medical
departments with the abilities to train raesidents and
fellows in nesded medical and surgical specialties and
subspecialties, to recruit new medical officers and retain
more experienced medical officers as clinical teachaers and

practitioners, and thersby to increase the sophistication

and quality of patient care in military hospitals.

By the 1960°'s, Congrass recognized that the military
medical departménts could not provide comprehensive health
cars to the ever-expanding number of aligible bsneficiaries,
many of whom did not live close to military medical
treatmant facilities. Therefore, Congress created the
Civilian Health And Medical Program for the Uniformed
Services (CHAMPUS) in 1966.(49) CHAMPUS is an indemnity
health insurance program which pays civilian providers to
provide health care to family members and retiress.
Although the patients pay a shars of the CHAMPUS costs, the
govaernment pays for the majority of costs incurred in the
pragram. As the costs of civilian health care have
incresased dramatically over the years, the costs of CHAMPUS

have grown in parallel.

During the Vietnam War, each medical department

expanded as necessary to mest its wartime and peacetime
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health care missions. Because combat in VUietnam was again
largely an Army opsration, the Army Medical Departmant
provided the vast majority of medical care in country.
However, the Navy Medical Department did provide medical
support to Marine units in the north and to Riverine units
in the south of tha country. The Air Force Maedical Servica
provided medical care to Air Force personnel at air bases
throughout Southeast agia as well. While the medical
departments certainly cooperated in the evacuation and
treatment of sick and wounded patisnts, there were few other

impartant interservice medical initiatives during the war.

At the end of the Vietnam War, ths Selsctive Servics
draft ended. Although the number of military persocnnel on
active duty declinad, the number of physicians and other
allied health perscnnel con active duty drapped esven mors
sharply in each of ths medical departments.(S0) Faced with
sevare shortages of personnel and funds, as well as an ever
increasing number of retiree and retired family mambsar
beneficiaries, the medical departments were forced ta

reorganize and restructure.

The Army Medical Department, which was the mast
savarely affescted, consoclidated most of its patient care
assets into a new Health Services Command in 13873.(51)
Unable to adequately staff and fund many of its smaller

medical treatment facilities, the Health Services Command
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downgraded many hospitals to clinic status and closed many
nthaer hespitals, clinics, and dispensaries altocgsther.
Although there were several lean years thereafter, by the
1980°'s the medical personnel situation had begun to imprcve.
Several programs, including the Dol Health Praofessions
Scholarship Program, the new U.S. University of the Health
Sciences (the militargtmedical schooll), and a further
expansion of graduate medical education programs, acted
synergistically to increase both the quantity and the

quality of Army physiciars on active duty.

As the numﬁer of eligible beneficiaries continued to
increase during the 1870’'s, however, many of thass patients
found it progressively mors difficult to obtain care within
the military medical systsm.(52) As more and more
beneficiaries turned to the civilian sector for their health
cara, CHAMPUS costs increased dramatically, causing sgually
dramatic increases in DOD health care costs. This situation

would only worsen in tha next decads.
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CHAPTER THREE

THE MILITARY HEALTH SERVICES SYSTEN
1881 tg 13889¢

OVERVIEW

As noted abave, the Military Health Services System
(MHSS) is not a unitary or integrated system. Instead, the
MHSS is composed of the OffFice of the Assistant Secretary of
Defense for Health Affairs [ASOCHA)X]1, the fField operating
agencies of the ASOC(HA), and the three military medical
systams of the Army, Navy, and Air Faorce.” Since 1849, a
succession of ASO(HA)'s have sstablished general policies
fFor the three medical departments, but until recently have
exaertad little resal control. Instead, it was the armed
sarvices that controlled military medicine, because it was
the armed services that provided all of the funding,
personnel, and other rescurces to their respective medical
departments. Consequently, the services could and did
dictate how their military medical systems would evolve over
time. Therefore, it is hardly surprising today that the
thres separate military departments operate three separate
military medical systems, essentially independently of ona
another.

Over time, several ASD(HA)'s made incremental attempts

to increase their control over the MHSS. 1In addition,
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several Congressional leaders, who saw centralized control
as a means to improve efficiency and reduce defanss health
care costs, made repeated attempts toc mandate stronger
centralized control by the ASD(HA). 0On 1 October 1991,
Congress transferred almost total responsibility for the
budgets of the MHSS from the military departments to the
ASDC(HAY.(S3) This legislative action set the stage for the
ASD-HA to exert more centralized control over the MHSS thén

has ever occurred before.

THE ASDCHA) IN THE REAGAN-MAYER YEARS (1881 TO 1389)

Soon after assuming the presidency in 18981, President
Ronald Reagan appointed Doctor William "Bud” Mayer, M.D., a
former Army psychiatrist, as tha ASOC(HA).(S4) Determined to
improve the quality, readiness, and efficiency of military
medicine, Secrstary Mayer took ssveral staps to increase his
control over the three medical departments. [n responses to
some episodes of actual and alleged medical malpractice in
military hospitals, Secretary Mayer established a
Professional Affairs and Quality Assurance Directorate
within ASD(HA), strengthened quality assurance policies at
every level of the MHSS, and centralized quality assurance
reporting procedures.(55) These well-intentioned reforms
addressed sesveral impartant problems, to include
credentialing of medical providers, administrative methods

of dealing with allegaticons of substandard practice, and
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mandatory reporting of sub-standard medical providers to
state licensing boards. Unfortunately, however, thase
raeforms did not address ths key issue that many military

health care praviders felt was the most important guality

assurance problem, the mismatch between the demands which
the large number of eligible beneficiaries placed on the
medical departmants and the supply of human and materisl
resources to meet those demands. In fact, all three
surgeons general stated in public testimony that the medical
departments lacked sufficient per-onnel (professional,
paraprofessional, and administrative), facilities,
equipment, and funds to providse full and complete health
care to all of the eligible beneficiaries in a way that
would satisfy both the providers and the patient
customers.(56) Simply stated, the military medical
departments did not have the resocurces to fully accomplish

their peacetime health cars mission.

As President Reagan's build-up of strategic and
conventional forces progressed, it becams increasingly
obvious that the medical departments were also not fully
capable of accomplishing their medical readiness mission.
The Surgsons General again testified before Congress that
the medical departments lacked the force structure, the
personnel, and the equipment to successfully treat all of

the casualties expected in a major conventional war.(57)
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Although oplacing part of the blame for poor medical
readinass on Congress and previous administrations,
Secretary Mayer also placed part of the bléma on the
services and the medical departments themselves, complaining
of their parochialism and their inattention to medical
readiness.(58) In response, he established several
interservice boards to foster cooperation and increased the
size of the ASD(HA) Medical Readiness Section.(S53) He also
took action to advance the Deployable Medical Systems .
(DEPMEDS) Program, a program to develop and procure

relatively mobile and modern field hospital unit sets.(60)

Secratary Mayer alsoc attempted to imprcva’tha
efficiency of the MHSS. He sought and was granted tha
authority to approve future military haospital construction.
He then directed the Army Medical Department (AMEDD) to
scale down the planned size of the new Brooke Army Medical
Center in San Antonio.(6l1) In a further attempt to improve
military medical efficiency in the San Antonio area, and
despite the objections of all three military surgeons
general, Secretary Mayer directed in 1986 that the Army and
Air Force form a Joint Military Nedical Center (JMMC) in San
Antonio.(82) The nsw JMMC joined together tha Brooks Army
Medical Center and the Wilford Hall Air Forcs Medical
Center, the flagship hospital of the Air Force HMedical

Service (AFMS). Ths Air Force was the exscutive agent for
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the JMMC, so the Air Force appointed an AFMS general officer
as the JMMC commander.(63) Although the JMMC was 8 joint
command at the top, it was not really unified in most other
ways.«6%) wWhile military construction funds for the neauw
Brooke Army Medical Center were funnelled through the JMMC,
Brooke continued to receive all of its othar funding and
personnel resources from the Army.(65) For most practical
purposes, each hospital continued to operate independently.
flost attempts to form joint academic departments failed.(86)
Perhaps most importantly, the JMMC concept did not support
medical readiness during Operation Desert Shield and Desert
Storm. Since the Army health cars prnvi&ers assigned to tha
JMMC were no longer part of the Army’s Health Services
Command (HSC), the HSC had difficulties in commanding,
controlling, and deploying these Army providers to suppart
wartime missions.(67) As a result of all these problems,
this forced, conceptually flawed, unpopular, and
unsuccessful expariment in medical jointness was finally

allowed to expire on 1 October 1991.(883

Secretary Mayer was a controversial figure, both inside
and outsides of medical circles. In 1984 he suggested that
the military medical departments had arred by having too
many primary care physicians and too few surgeons. Ha
stated on many occasions that the services had far too many

pediatricians and gynecologists, specialists who by his
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inference would be useless in war.(69) Secretary Mayer
certainly should have known that these specialists would be
more useful during wartime than the general medical officers
of t'orld war 11 and Korea. He also certainly should have
known that civilian medical accrediting agencies regulate
the number of surgical residents who can ba trained in
military teaching hospitals. Anyone involved with graduate
medical education should have understood very clearly that
the medical departments could not simply "crank ocut” all the
surgeons that wers needsd. Nevertheless, Secretary Mayer
continued to imply that if the services would get rid of
these less usaeful medical specialists, then sbmahow there
would be sufficient surgeons of the right type and expertise
to meet wartime nesds.(70) Many linme officers, who werse
primarily concerned with readiness issues, accepted
Secretary Mayer's superficial reasoning. These line
officers also correctly understood that Secretary Mayer'’s
comments werse meant as a criticism of the surgeons general,
since competant surgeons general could have and should have
fixed the problem long before.(71) Howevar, when Secrestary
fayer latsr suggested that the saervices should stop caring
for dependsnts and retirees, aven many line officers felt
threatened.(72) Secretary Maysr may naot have succeeded in
forcing cooperation in San Antonio, but he did succeed in
provoking the surgeons general, many military health care

providers, and many line officers to stand up in support of
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military health care for dependents and retirees. UWhile
Secretary Mayer’'s actions may have pleased some proponents
of centralized control within the 0ffice of the Secretary of
Defense, his actions were frequently not wsell received
outside of 0SD. 1In fact, Secrstary Mayer’s performance as
the ASD-HA made many uniformed health care providers very
cautious and skeptical about further centralization of the
military medical departments under the ASOC(HA). That

skepticism persists today.

Although Secretary Mayer had many good intentions and
did achieve some good results, his record clearly shows that
centralized control of the MHSS is not a panacea per ss. In
fact, Secretary Mayer is best remembered today as an example
of how not to lead and manage tha MHSS. From the beginning,
he appeared to distrust the surgeons general and the medical
departments and to view them as opponents and obstacles to
his grand daesigns. Instead of building teamwork and
consensus within military medicine, he antagonized the
surgeons general and the other leaders of military medicine.
Instead of trying to change the corporate culture in
positive ways, he mandated changes, some of which ran
directly countar to ths culture of the medical departments
and to common sense. Perhaps most unfortunately, because he
did not work with the leaders of military medicine to

develop sound plans for change, some of the programs which
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ha mandated were badly flawed in both design and axscution
(for example, the Joint Military Medical Center in San
Antoniol. Had Secretary Maysr besn able td work callegially
with the surgsons general and thas medical departments, had
he been able to gain the trust and confidenée of the rank
and file in military medicine, then he might have been able

to lead the MHSS in a positive direction for the future.

THE ASNC(HA) IN THE BUSH-MENDEZ YEARS (1830-91)

In 1990, President Bush appointed Doctor Enrique
Mendez, ™M.D., as the new ASD(HA). As a career military
medical officer, a former Commanding Gensral of the walter
Reed Army Medical Center, and a former Daputy Surgeon
Gensral of the Army, Doctor Mendez understood the Army’s
health cara system from top to bottom and had a good basic
knowledge of the Navy and Rir Force medical departments. He
quickly took action to improve the working rselationships
bestween tha ASD-HA and the surgeons gensral by forming the
Potomac Medical Society. This group, composed of thes ASD-HA
and the thres surgeons general, meets regularly to discuss

key military medical issues.(73)

On 1 October, 138391, Caongress transferred responsibiiity
and control over the direct health care budget from the
armed services to the ASD(HA). This action will require the

ASD(HA) to perform the programming, budgetting, and review
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activities which were previously performed by the services.
Actions are now in progress to add new sections to the

ASD(HA) staff to accomplish thase new Functions.(74)

THE ASDCHA) AND THE MILITARY HEALTH SERVICES SYSTEM (138323

The ASOCHA) is the senior health cars official in the
DOD, and therefore serves as both a staff officer and a
chief executive officer. In his staff role, the ASD(HAJ is
"the principal staff assistant and advisor to the Secrstary
of Defense for all DOD health policies, programs, and
activities.”(75) In his axecutive role, tha ASOC(HA)
"axarcises oversight over all DOD health resources.” (76)
As the chiaf exscutive of the Military Health Servicses
System, the ASD(HA) is responsible for three major missions:
medical rsadiness, provision of health care, and sustainment

of the MHSS itself.

According to the Operations and Functions Manual of the
Office of the ASD(HA), "The primary mission of the ASDC(HAD
is to ensure that the Secretary of Defense has available at
all times a healthy fighting Force supported by a combat
ready health care system.”(77) This mission is performed by
the medical units assigned to the combat forces, which are
in turn supported by all of the cther medical personnel and

facilities of the MHSS warld-wide.
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The ASO(HA) is also raesponsible for "praviding a cost

effective. gquality health benefit toc Active Duty members,
retiress, survivors, and their families.”(78) This health
benefit is provided to patients in two ways. All
baneficiaries are eligible for carse in the "direct health
care system”, which comprises the 168 military hospitals and
more than S00 military medical and cfental clinics of the
MHSS world-wide.(73) Retirees, survivors, and family
members are also eligible to obtain health care from
civilian physicians under tha auspices of the Civilian
Health And Medical Program of the uUniformed Services
(CHAMPUS). Today’'s MHSS is a $13 billion dollar system
which provides health benefits to more than 8 million DOD

beneficiariaes world-wide. (8Q)

To carry out his advisory and executive duties, tha
ASD(HA) is assisted by the Office of the QSD(HQS and the
three medical departments. The Office of the ASD(HA) is
organized functionally with a central administrative office,
staff directorates, and two field operating agencies of
ASO(HA). The two field operating activities are the Dffice
of the Civilian Health and Medical Programs of the Uniformed
Servicas (OCHAMPUS) and the Defensa Medical Support Activity
(DMSA).(B1) Finally, the President of the Unifarmed
Services University of the Health Sciences (USUHKHS) isa

respagnsible to tha ASD(HA) For the operation of both the
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USUHS medical school and the other health education programs

which USUHS conducts in support of the MHSS world-wide.(82)

THE ARMY MEDICAL DEPARTMENT C(AMEDD)

ORGANIZATION AND MISSIONS

According to the Goldwater-Nichols Department of
Defense Reorganization Act of 1386, the military departments
and armed services are responsible for manning, training,
equipping, and sustaining the combat forces.(83) The
Department of the Army performs these functions for the
nation’s land combat forces. The Army Surgeon General
performs the medical portion aof these Eunctions‘through the
Army Medical Department (AMEDD)., The AMEDD is organized
into the Office of The Surgeon General (0TSG), three
functional medical commands, the Medical Research and
Development Command, and the medical units which are organic
to combat and combat support forces. The three functianal
medical commands are the Health Services Command in the
U.S., the 7th Medical Command in Europe, and the 1Bth
Medical Command in Korea. These commands support the Chief
of Staff of the Army, the commanding generals of the Major
Army Commands (MACOMs) within the U.S., and the
commanders—in-chief of the combatant commands in Europe and

Korea. 1In time of war or national emergency, medical units
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and individual personnel from these commands will deploy to

support the combatant theaters.

The Army Surgeon General is responsible for thres major
missions: ensuring medical readiness and wartime health
care, providing dirsct health care to sligible
beneficiaries, and maintaining the AMEDD as a sustaining
base for the direct health care and medical readiness
missiagns.(B4) Within OTSG there are many functional staff
sections, to include Graduate Medical Education, Quality
Assurance, and Officer Procurement. AMEDD officers also
staff the AMEDD Personnel Activity (AMEDD PERSA), the
section within the Total Army Personnel Command that manages

AMEDD personnel actions.

The Army’s direct health care mission is conducted
during peacetime by the medical and dental treatment
Facilities permanently located at the various Army
installations in the U.S. and overseas. There are thres
major types of these permanent, or fixed, trsatment
Facilities: post-level Medical Oepartment Activities
(MEDDACs) which include madical clinics and community
hospitals, post-level Oental Activitiss (DENTACs) which
include hospital-based dental sections and dental clinics,
and regional medical centers. Usually referred toc as Tables
of Distribution and Allowances (TDA) organizations, these

fixed facilities provide all of the medical care for
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retirees and family members and the vast majority of care
For active duty soldiers. All TOA units within the United
States are part of Health Services Commmand (HSC). All TDA
units in Europe or Korea are part of the 7th Maedical Command
(7th MEDCOM) or the 18th Medical Command (18th MEDCOM)
respectively. TDA organizations provide initial entry level
care (primary care), cqmmunity hospital level care
(secondary care), and all of the highly specialized,
teaching hospital level care (tertiary care). During
peacetime, these TDA organizations are maintained as close
ta fFull strength in personnal as possible in order to

provide as much direct health care to patisnts as possibla.

Tables of Organization and Equipment (TOE) medical
units are those units which are assigned to and are
organized to support combat and combat support units. Some
of these TOE units are primarily involved in the-avaCuation
and transport of patients, such as the ambulance companies.
Other TOE units are primarily administrative, such as the
medical brigades and groups. Still other TOE units are
primarily patient care units, such as the field hospitals,
evacuation hospitals, combat support hospitals, and mobile
army surgical hospitals (MASH). During peacetims, thesse
units provide primary care, or sick call, support for their
assigned soldiers. The larger TOE units alsc set up field

hospitals to provide sacondary care during field training
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axercisas. During wartime, howsver, thesa TOE units provide

virtually all of the primary and secondary care for soldiers

in the combat theaters.

During peacstime, there are simply not enough
professional and paraprofessional medical personnel on
active duty to fully staff both the TOA and the TOE units.
Therefore, as an economy of force measure, the TOE patient
care units are maintained essantially in a cadre/caretaker
status. The TDA treatment facilities can then.be maintained
as full strength as possible. During training exercisaes or
in wartime, howaver, professional and paraprofessional
medical personnel are transferred from TDA units to TOE
units to bring the latter up to full strength. In wartimae,
additional medical units and individual medical personnael
will be mabilized from the reserve components to mest the

demands of medical care at home and overseas.
COMMAND AND CONTRQOL

Since its beginnings i1n 1775, the AMEDD has followed
the principle that organizations which provide patient care
should bas commanded and controlled bg medical professionals.
Therefore, all of the commanders of the thres functional
medical commands, the TDA hospitals, and the TDA medical
clinics are physicians, members of the Medical Corps. All

of the commanders of tha TODA Dental Activitises are dentists,
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members of the Dental Corps. During peacetime, the TOE
cadre/caretaker "patient care” medical units may be
commanded by Medical Service Corps officeré, but during
wartime these TOE patient care units should be commanded by
Medical Corps officers. Those TOE medical units which are
primarily involved with patient evacuation, transport, or
administration are commanded in both peacetims and wartime

by Medical Service Corps officers.

During peacetims, TDA medical units raceive all of
their command directives and their funding, personnel, and
eaquipment resources from their medical Functional command,
8.g., tha Health Services Commarnd in the U.S.,Vand the 7th
and 18th Medical Commands overseas. The medical chain of
command flows from the commander of the medical functional
command to the commander of the medical center, MEDDAC,
DENTAC, or free-standing clinic. TOE medical units receive
their command, control, and resources through their tactical
chain of command. During peacetime, the system of medical
command and control of TDA units facilitates cost-effective
patient care. During wartime, this system facilitates the
most effective use of medical assets world-wide and allows
the functional commands to prepare and deploy medical
personnel and medical units to support the esngaged combatant

CINC’s.
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As part of the AMEDD's plan to accomodate a smallaer
Army, the AMEDD itself will "downsize” over the next threse
yesars. By the end of FY 13934, the AMEDD will dissolve the
Health Services Command. HSC’'s command and control
activities will be consolidated into a smaller Medical
Command, which will be merged with the Office of tha Surgean
Gensral. The Surgeon General will then be “dual-hatted” as
the medical advisor to the Army Staff and as the commandsr
of the Medical Major Army Command (MACDOM) whicﬁ will operate
the Army’'s hospital system in the United States.(85) Ths
7th Medical Command and the 1Bth Medical Command will

continue in operation overseas as long as they are needed.

To ensurs that this system of medical command and
control is also properly responsive to line commanders, the
AMEDD places local line commanders in the Officer Efficiency
Report (OER) rating schemas of medical and dsntal
commanders. For example, the author was recently the
commander of a post medical clinic. The author’'s medical
commander and OER rater was a Medical Corps colonel, the
commander of the supporting MEDDAC, 100 miles distant. The
author’s senior rater was a line major general, the local
post commander. Having the MEDDAC commandsr in the rating
chain ensured that the author would work closely with the
MEDDAC commander and be responsive to him in accomplishing

MEDDAC-wide responsibilities. Similarly, having the line
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commander 1n the rating chain ensured that tha author would
work closely with the post commander and his staff and be
responsive ta him and to the families of the post in
accomplishing post-level responsibilities. The author uwas
navar in doubt, sven for a minutae, that he did serve tuwo

mastars.
SUSTAINMENT

The concept of sustainment involves all of those
organizations, prggrams, and activities which support the
medical readiness and direct health care missions and which
maintain the infrastructure of the AMEDD. Certain
sustainment functions, such as persconnel management,
comptroller activities, and logistics, are important and
necessary to svery command, line or medical. There are
other sustainment functions, however, which ars specific to
or are unusually important to military medicine. Two will
be discussed briefly: medical research and development and

graduate medical education of medical profsssionals.

The Medical Research and Davelopmant Command (MRDC) is
the AMEDD’s fourth majaor functional command. The MRDOC
continues the tradition of AMEDD scientific achievement by
conducting both general medical research and the more
specific, combat-related research designed to protect and

enhance the performance of soldiers in combat. Some
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axamplas of “pratectiva” rasearch and developmant includs

develgpment of detaction kits, treatment methods, antidotas,
and antitoxins to nuclear, biologic, and chemical warfare
agents. Some examples of "enhancement” rsessearch and
development include the development and testing of portable
fField computerized tomography (CT) scan x-ray units and tha
development and EieldiTg of the Army’'s new field hospital
units, the Deployable Medical Sets (DEPMEDS). Although
other Army commands and organizations are interested in
other types of rasearch and developmant, only the MRDC has
the medical and -biomedical professionals and scientists with
the skills and training needed to medicaflg protect and
enhance soldiers. MRDC provides an important investment in
the future, an investment which must be strengthened, not

sacrificed.

The AMEDD’'s graduate medical education (GME) program is
recognized throughout the medical departments as the "crouwn
Jeuwel” and the ”lifablood” of Army medicime. This program
trains approximately 1800 physicians each year. As
discussed ahove, the Army began internship training in the
1920’s and residsncy training in the 1940°'s. These graduate
medical sducation (GME) programs were designed to provide
additional practical experience and specialty training to
young medical officers who had recently graduated from

medical or osteopathic school. Q0ver time, as medical
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knowledge increased and the practice of maedicine became

increasingly more technical and complicated, the AMEDD

responded by improving existing GME programs and developing
new programs as needed. In an early move toward quality
care, the AMEDD consciously decided to improve the training
and esducation of its younger physicians by sending the vast
majority of its medical officers to both internship and
residency training.(88) This decision rasulted in a
decrease in ths number of general medical officers (GMO’'s)
on active duty, physicians whaose only GME training was
internship. While at times in the past it may have appeared
that the AMEDD was making too many short-tarm operational
sacrifices to support GME, the AMEDD’s long-term plan for
AMEDD davelopment has been successful. Today, thse Army
trains approximately 1B00 physicians annually in 183
different internship, residency, and subspecialty fellowship
training programs.(87) Tha AMEDD has both the largest and
the most complex GME program of the three services.(88)
Although the AMEDD will be forced to reduce the size of the
GME program as part of its sacrifice to downsizing the
force, the AMEDD remains as strongly committed as ever to

Army GME.

The AMEDD supports a strong GME program for three
simple reasons: the need for a skilled medical force,

quality patient care, and investment in the future. A
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skilled medical force is certainly needed to "conserve the
Fighting strangth”, to provide high quality care to soldiers
and their Families. GME programs in preventive medicins,
public health, internal medicine, and infectious diseass
maintain soldiers’ health by training AMEDD ﬁhgsicians how
ta prevent many dissases and how to rapidly diagnose and
treat those diseasas wHich do occur. GME programs in
surgery, anasthesioclogy, and rehabilitative medicine provide
AMEDD physicians with the training and skills needed to save
soldiers’ lives and to restore them to the best health and
function pcssiblﬁ. Today, the AMEDD has the best trained,
highast quality force of physicians and surgeons in its
history.(839) This quality medical force provides a higher
level of medical and surgical care to our patients than
ever before.(80) GME is an investment in the future, for

physicians and patients alike.

The AMEDD GME programs also invest in the future by
supporting both the recruitment and the retention of Army
physicians. Each year, many civilian physicians volunteer
ta Join the Army in order to train in Army GME programs.
Many other axperienced Army physicians choose to remain in
the Army in order to take additional residency ar
subspecialty fellowship training. In all cases, these GME
trainees incur additional service obligations to ensure that

the Army will benefit from such training. Furthermore,

$4




those Army physicians who train in Army teaching hospitals
tend to rema:in cammitted to sarvice in the AMEDD. This is
in sharp contrast to those Army physicians who do GME
training outside of the Army and who are often invited and
encouraged to join civilian practices in the cities where
they trained.(81) Finally, many experienced, highly trainsd
Army physicians remain on active duty for the opportunity to
serve on the clinical faculty at Army teaching hospitals.
Thus, while the AMEDD can never hope to match the salaries
of highly trained specialists in the civilian world, the
AMEDD GME programs ars a powerful incantiye for physicians

to Join and to remain with the Army Medical Department.

NAVUY MEDICAL DEPARTMENT

ORGANIZATION AND MISSIONS

The DOspartment of the Navy mans, trains, squips, and
sustains the nation’s sea services, the U.S. Navy and the
U.S. Marine Corps. The Navy Medical Departmant performs tha
madical portion of these fFunctions for both tha Navy and the
Marine Corps. The Navy Medical Department is organized into
the Office of the Surgeon General, the Bureau of Medicine

and Surgery, the naval medical and dental treatment
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facilitias, and the medical and dental units units which

support the combatant fleets and Marine combat units.

The Navy'’'s Surgeon Ganeral is the senior medical
officar in the Navy Medical Department and is the senior
adviser to the Chief of Naval Opsratians (CNO) on all
medical matters relating to the Navy and Marine Corps. The
Surgeon General provides direction to and establishes
medical policies for the Navy Medical Department.(92) The
Surgeon General is also appointed as the Chief of the Bureau
of Medicine and Surgery (BUMED), one of the Navy’'s major
administrative bureaus in the shors establishment.(93)

BUMED provides the personnel, financial, and administrative

staff support to the Navy Medical Department.

There are two major missions of the Navy medical
Departmant today: to "support the operating forces of the
Navy and Rarine Corps” and to ”"provide quality healthcars
services to active and retired Navy and Marine Corps
Families”.(94) There is also an implied mission to sustain
the Naval Madical Dapartment itself. The diresct health care
missiaon is performed by raval hospitals, medical clinics,
dental clinics, and medical units which are part of the

fleat or fleet Marine fForce.
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COMMAND AND CONTROL

Until relatively recently, command and control of
medical treatment facilities and units was performed by the
Naval Medical Command (NAUMEDCOM). In 1988, however, the
Navy established a Blue Ribbon Panel to review the status of
Navy Medicine. Ons of the recommendations of this panel
was, "to stremamline its medical bureaucracy and place its
hospitals and clinics under direct line control.”(95) As a
result, the Naval Medical Command was abolished in 1389.(36)
Today, the military command and control chain extends from
the CNO, to the appropriate Echelon 11 commander, to the
local responsible line commander, and finally to the
commander of the local medical or dental treatment fFacility.
The four Echelon Il commanders are: the Commander-in-Chief
Pacific Fleet (CINCPARCFLT), the Commander-in-Chief Atlantic
Fleet (CINCLANTFLT), the Commander of the Naval Education
and Training Command (CINCNET), and the Commander of the

Naval District of Washington (COMNAUDIST WASHINCTON).(S7)

The chain faor medical policy, professional and
technical medical support, information managsment suport,
and resources extends from the CNO, toc the Surgeon General
as the Chief of BUMED, and finally to the medical and dental

treatment fFacilities.(98B) The Navy Medical Department is
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thus commanded and controlled by the line, but resourced by

the Surgseon Gesneral and BUMED.
SUSTAINMENT

The Navy Medical Department supports the medical
readiness, direct health care, and sustainment missions
through seven other commands. For example, the Health
Sciences Education and Training Command operatas the Navy’'s
health sciences training and clinical investigation training
programs. The Naval Aerospace Medicai Institute provides
medical care and technical support to naval aviators and
conducts the training of naval flight surgsons. Other
commands provide ophthalmic and optometric support, medical
research and development, environmental health support,

medical materiel support, and data services. (399)

The Navy Medical Department also has a GME program,
which is about two-thirds the size and is somewhat less
complex than the Army’s program.(100) This program trains
approximately 1300 physicians each year. Navy GME has also
evolved somawhat differently due to different cpsrational
pressures and constraints. As one example, the Nawvy
allocates personnel spaces for GME based con vary tight
projsctions of expected medical personngel vacancies.(101)

Unfortunately, the "lead time” to train residents is from
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two to five years. Consequently, if personnel vacancy
projecti:ons are too optimistic, or if allocations are
inadequate for operational needs, then the Navy Medical
Department may be critically short of required specialists.
As a second example, the Navy has traditionally
utilized many general medical officers to provide medical
care to the fleet and to the Marine Corps. Consequantly,
most Navy physicians are sent to these “operational”
assignments upon completion of internship, rather than being
permitted to proceed directly to residency training. Such
early operational assignments have advantages and
disadvantages. 0On the plus side, such éarlg assignments
lead to better bonding between medical officers and the line
Navy and Marine Corps. Those medical officers who remain in
the Navy Medical Department after their first operational
assignments tend to be more committed to a Navy way of
life.(102) On the negative side, however, is the fact that
many general medical officers resign from the Navy after
their first operational assignments, instead of returning to
Navy residency programs.(103) Consequently, there are not
enough applicants to fill all of the Navy's residency
programs, programs which are already restricted by the

personnel allocation constraints noted above.

The impact of these operational pressures and

constraints on Navy GME and Navy Medicins have been noted
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for some time. In some specialties there have been severe
shortages. For example, on several occasions during
peacetime i1n the last decade, the National Naval Medical
Center in Bethesda, MD, the Navy’'s flagship hospital, has
had such savere staffing shortages that it was forced to
stop treating family members and retiress in some of its
clinics, to include the endocringlogy and cardiology
clinics. While all of the medical departments have had some
problems in training and retaining skilled spscialists, éhe
Navy Medical Department has had the most severe

difficultias.

Uice-Admiral Donald F. Hagen, the Navy Surgeon
General, recently stated that the Navy Medical Department is
at its highest strength since the Uietnam War. He also
noted, however, that the Navy still lacks sufficient
gspecialists and subspecialists to meet its needs.(104%)
Wwhile the Navy is able to fill its surgical residencies
without difficulty, it continues to lack sufficient
applicants for many of its primary care residency programs.
For examples, only B0% of the residency positions in internal
medicina and family practice are filled this year.(105)
This situation is not expected to improve in the near

Futurs.

In 1988, the Navy's Blue Ribbon Panel addressed the

issue of Navy GME during its deliberations. The panel noted
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that, ”"Navy medicine must assign top priority to GME, which
remains i1ts Foundation. "It must receive first priority
manning for Navy’'s top physicians and other providers, even
at the expense of operational or overseas
requirements.’'”(106) This recommendation has yet to be

realized.

THE AIR FORCE MEDICAL SERVICE

ORGANIZATION AND MISSIONS

The Air Force Medical Service (AFMS) was established in
1849. Organized as an offshoot of the Army Medical
Department, the AFMS has undergone significant
organizational changes since its inception. The Air Force
Surgeon General is both the senior medical advisor to the
Chief of Staff of the Air Force and the Chief of the AFMS.
In the latter role, the Surgean Genaral provides direction
and establishas general policies for the AFMS. Similar to
its sister medical departments, the AFMS has three general
missions: medical readiness, direct health care, and
sustainmant of tha AFMS as a systam.(1l07) The AFMS is
different from its sisters, howsever, in the way that it

executes these missians.

The Air Force is organized into major functional
commands, called MAJCOM’s. Each operational MAJCOM is in

turn composed of air wings and subordinate air squadrons.
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Each wing, nr separatas sgquadron, operates its own air force

basse, which is organized to be self-sustaining. Thefﬁfore,

each base has its own persconnel section, ldﬁistics‘secfion,

maintenance section, and hospital. Thus, while ho;piﬁals at
larger airbases may have from 300-400 beds, many smaller

base hospitals have only 20-30 beds. G

s e
~

COMMAND AND CONTROL

The Air Force command philosophy is that command and
control should be decentralized to the MAJCOM's and
operational wings to the maximum extent possible. LT GEN
Alexander Slaoan, the Air Force Surgeon Géneral, recently
summarized this philosophy in the phrase, “one base, one
wing, one boss.”(108) Thersfore, the Air Force has no
centralized medical command similar to the Army’s Health
Services Command. Instead, each MAJCOM commander has a
MAJCOM surgeon as an advisor and each wing or base commander
has his own medical treatment facility. Local medical
commanders receive their command, control, and rssources
from their local wing or base commanders, not the Surgeon
General.(108) Thus, although commanders of medical
treatment facilities may receive their policy guidance from
the Air Force Surgeon General, they really work for their
MAJCOMs and their local wing or base commanders. In

comparison to the Army and Navy, the Air Force's system af
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command and control of medical treatment facilities and

madical units is the most decentralized.
SUSTAINMENT

In order to carry out the organizatioﬁal and
operational philosophias mantioned above, the AFMS has opted
to ”"train to the needs of the 1line”. Therefora, the AFMS
amphasizes tha training and retention of primary care
specialists (to include flight surgeons, family physicians,
gensral internists, and pediatricians), general surgeons,
and obstetriciéns, rather than medical and surgical
subspecialists. As a result, the AFMS has far fewsr other
specialists and subspecialists than its sister medical
departments.(110) Thus, while thse nﬁns is certainly ablse to
meet its direct health care responsibilities to airmen and
their families, it doss not have the amount of specialists
and subspecialists needed to provide the full amount and
full range of direct health care for Air Force retirses and
their families as well. Therefore, while this philosophy
meets the needs of the active duty Air Force population
gquite well, it fails to address the needs of the full

spectrum of Dol beneficiaries.

The AFMS also approaches the issue of GME somewhat
differently. The Air Force has the smallest of the service

GME programs, less than half the size of the Army GME
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program. This program trains approximataly 800 physicians

each year.(111) About three hundred other physicians
receive GME training in civilian programs with AFMS
sponsarship. Another eight hundred physicians, who are
obligated to serve in the Air Force because of ROIC or
medical school scholarships, are allowed to delay entry into
the Air force in order .to do their GME training in civilian
GME programs, without AFMS sponsarship.(112) After
completing their civilian GME programs, these physicians

then enter the Air Force and serve their obligated tims.

This dependence on civilian GME has advantages and
disadvantages. On the positive side, the AFMS is able to
devote feuwer of its assats to GME and more to providing
primary health care in non-GME facilities. The AFMS is thus
able to staff its smaller base hospitals and clinics,
without incurring the burden of running a large GME system.
On the negative side, the small size of the GME system
reduces the amogunt of tertiary health care that can be
provided in Air Force teaching hospitals. Furthermore,
those physicians who do all of their GME in civilian
programs tend to have the poorest retention rates, because
they have alrady bonded to the civilian communities where
they trained.(113). Since active duty personnel and their
family members tend to be younger and healthier than the

retired population, the AFMS approach makes sanse in the
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context of the active duty Air Force per se, but does not

meet the tertiary care needs of the retired Air Force

population,.
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CHAPTER FOUR

ISSUES AND OPTIONS - 19892

ISSUES ANDO CAUSES

The United States, its armed forces, and their medical
departments ars embarkéd upon a course of uncertainty.
Newly important domestic issues such as the sscalating costs
of health care and the economic recession at home seem more
dramatic and compelling than the traditiconally important
issues such as ﬁational defense strategy and military power.
If defense budgets decrease as expected over the next five
years, there will be sven greater prsessures to reduce the
size of the U.S., military forces and to improve the
operating efficiency of the forces which remain. Today,
many experts believe that Dol medical costs would decrease
if the thres military medical departments were merged or
were more strongly ~ontrnlled centrally by the ASOC(HA).(114%)
The desire to reduce DoD health care caosts is one of the
major causes for several recent initiatives to centrally

control and consalidate military medicine.

The collapse of communism in Eastern Europe and the
former Soviet Union caused many American political and
military leaders to reexamine their assumptions about U.S.

national interaests and their concepts of national defense




strategy. Certainly, no one knows today what the next
foreign threat to our national security will be. Without a
defined threat, it has besn very difficult.to develop a
coherent national security strategy, national military
strategy, or optimum military force structure. In an
attempt to design a smaller but balanced military force
structure for the future, General Colin Powell, the Chairman
of the Joint Chiefs of Staff, developed his “Base Force
Concept”.(115) According to this concept, the armed forces

would be reduced approximately 25% in size by 1996. (11B)

For many Americans, however, discussions about
national security and fForce structure sesm poihtlass and out
of place. Many, if not most, Americans see the current
economic recession as the most important threat which they
face today, with escalating health care costs as the second
major threat. Consequently, there is a broad political
caonsensus to reducs the budgets and the size of the armed
forces. President George Bush and Secretary of Defense Dick
Cheney agreed almost two ysars ago to adopt the 25%
reduction in the size of the armed forces called for in
General Powell's Base Force Concept. Congressional leaders
agreed in principle with the concept, but looked for
somewhat larger reductions as they agreed to the 1330
administration-congressional budget compromise. Now,

however, although the armed forces are in only the second
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year of the projected five-year "downsizing” program, many
Congraessicnal lsaders are calling for esven steeper and
deeper cuts in defense spending. President Bush stated in
his 1882 State of the Union Rddress that he would accept no
further cuts in the armed forces, hecause such cuts might
break these forces.(117) Nevertheless, pressures mount in
Congress and on tha political campaign trail to reduce the
size of the Doll budgst even further in order to increase the
size of the "peace dividend”. Therefore, whilé the full
extent of future defense cuts is not yet apparsnt, it is
certainly clear that armed forces budgets, military force
structure, and the number of military personnsl on active

duty will significantly decline over the next several years.

At the same time that ths defense budget is declining,
howaver, the costs of health care in the U.S. are steadily
rising. For esxample, the average hospital costs per
patient-day in 1980 were approximately $260.00. By 1330,
the average hospital cost per patient-day had incregased to
$550.00.(118) American workers and American companies are
paying higher health insurance premiums than aver
before.(1139) Government spending on hesalth care has similary
increased from 1% of the national income in 1865 to 6% of
the national incoma in 1889.(120) Despite federal health
assistance programs such as Medicare and Medicaid, some

thirty-three million Americans have no health insurance
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coverage at all.(121) Many Americans speak and write of the
health care "crisis” in the U.S5.(122) Although there is
much agreement in this slection year about the seriousnaess
of the problem of health care costs and the need for health
care reform, there is no caonsensus in Washington aor acrass

the country on how to realistically accomplish such reform.

Military medical leaders certainly understand the furor
over rising health care costs, because the costs of
providing health care in military treatment facilities also
continue to rise. For example, military hospitals must
competa in the civilian marketplace to hire civilian health
care workers, such as nurses and physical therapists, who
can and do demand ever-increasing salaries. Although the
medical departments can often purchase many necessary
medical items and medications at volume discounts, medical
logistics costs generally rise in parallel with the civilian
medical supply costs. In addition, the costs of high tech
medical equipment such as computsrized tomography (CT)
scanners and magnsetic rescnance imagery (MRIJ scanners can

be staggering to hospital and medical departmant budgets.

Unfortunately, while the costs of providing health care
in military treatment facilities have increased, the costs
of the CHAMPUS program have increased even faster.(123)
Today, there are more than nine million eligible MHSS

beneficiaries, far exceeding the number of patients who can
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properly be cared for within the military’'s direct health
care system.(124) Consequently, more and more patients must
turn to CHAMPUS sach ysar. Furthermore, civilian health
care simply costs more. DoD health experts sstimate that
the costs of health care performed by civilian physicians in
civilian facilities under the auspices of CHAMPUS arse about
S0% higher than tha costs of comparable health care
performed in military medical treatment facilities.(125)

The combination of increased patient demand for civilian
health care undar CHAMPUS and the intrinsically higher costs
of that civilian health carse have resulted in progressively
greater DoD expenditures for the CHAMPUS program. For
example, DoD spant aver three billion dollars on tha CHAMPUS
program in FY1991.(126) CHAMPUS cost estimates for FY1383¢e
are higher still.(127) Not surprisingly, one of the top
priorities for Congressional leaders and senior Dol
officials is the need to slow or stop the escalation in

CHAMPUS costs.

The Military Health Services System is caught squarsely
in the middle between these issues. 0On the one harnd, many
military "warfighters” prefer to significantly reduce the
size of the medical departments in order to conserve dollars
and personnel spaces for warfighting needs. As one senior
Army general officer recently stated to the author, the

only legitimate and specific mission for the medical
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dapartmaents is to care for active duty sarvice members, bhoth

in peace and in war. ARAccordirg to this warfighter, the
armed forces and the medical departments can no longer
afford the financial and force structure costs of providing
health care to active duty family members, retirees, and
their Family members. If he had his way, this warfighter
would reduce and reorganize the medical departments so that
they would provide hea.th care only to active duty service
members, similar to the medical services of France, Germany,
Great Britain, and Canada. In his viesw, if retiree and
family member health care is really a federal entitlement
benefit, then the federal government should provide that
benefit through some non-Doll program such as Medicare,

Medicaid, or federally-guaranteed national health insurance.

On the other hand, many Congressional leaders prefer to
maintain or even expand the size of the medical departments
in order to stabilize and reduce CHAMPUS costs.(128)
Congress has sven included language in recent military
appropriations bills forbidding the Secretary of Defensa
from reducing the size of ths medical departments unless the
Secretary Qan certify that such force reductions will not
result in higher CHAMPUS costs.(129) The ASD(HA) has a
clear mandate from Congress to hold the line on CHAMPUS
costs.(130) The leaders of the military medical departments

must carry out that mandate, yet must also simultanecusly
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downsize their medical force structure, in order to preclude
even deeper cuts in warfighting strength. Unfortunately,
however, 1f medical force structure is significantly
reduced, then esven mare patients will be shunted off onto
CHAMPUS, so CHAMPUS costs will escalate Eurtﬁar. Although
this seems to be a "No Win” situation, the civilian and
military leaders of the’ MHSS must find ways to "do business

differently” as we move into the 2lst Century.

Saveral management sxperts in DaoD, Congress, and
academia have adwvocated that the MHSS could reduce its
operating costs by consclidating many of its opsrations
centrally.(131) These experts point to studies which show
that approximately S0% of the functions of the medical
departments are really common, not unique or specific to a
particular medical department., (132) These experts argue
that most of the health care which is practiced within the
military direct health care system is almost identical
across the three medical departments. For exampie, each
medical department operates medical centers, hospitals, and
clinics in which health care professionals and
paraprofassional personnel provide medical and dental
services to patients. The health care providers in these
military fFacilities practice their professions according to
those common standards of care which are generally accepted

in both the military and the civilian medical communities.
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Each maedical department employs military and civilian
administrative personnel to oversee and administer their
portions of the direct health cars sgstam,.ﬁsuallg using
very similar policies and procedures. The medical supplies,
medical equipment, and administrative supplies used by the
meadical departments are also virtually identical. It
therefore seams quite logical that many econamies of scale
could be achieved if the medical departments consolidated
some of their common oversight, administrative, logistical,

and even patient care functions.

As can readily be seen, there are mdny forces which are
pushing the MHSS toward operational and organiéétional
change. The demise of external threats, the economic
recession, confliciting national priorites for federal
budget dollars, shrinking defense budgets and faorce
structure, the need for a robust warfighting force in the
future, high costs of health care within the MHSS, and the
even higher costs of the CHAMPUS program all interact to
rasult in a demand that DoD find nsw solutians and nsw
methods to carry out its health care responsibilities. At
the same ®ime, however, there are many political, economic,
and military cultural constraints that OoD and the MHSS will
encounter in changing current organizations and programs or

in developing entirely new organizations and programs.
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OPTIONS FOR CHANGE

Thus far, three generically diffaranﬁ types of options
have been proposed to change, or reform, the MHSS:

1). Reduce the Dol bsneficiary population by
transferring the responsibility for some segments of the
current DoD beneficiary population to cother organizations
within the federal government.

2). Make incremental changes and improvements in
the current organization of the MHSS and in the amount of
cooperation among the medical departments.

3). Reorganize the MHSS to redﬁce duplication of
effort, improve interservice medical cooperation, and take

advantage of potential economies of scala.

Each of these proposed options has intrinsic advantages
and disadvantages. Each option must deal with the real
political, economic, and military cultural constraints.

Each option must also try to preserve the good portions of
the current system, the core values and "lifeblood”
preograms, the "crown jewels” which sustain both the quality
of patient care and the quality of work life for those who

will aopsrate the MHSS in the future.

The remainder of this chapter examines the first and
second proposed options: reducing the beneficiary population

and making incremental changes in the current system. The
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naxt chapter sxamines sevaral proposals to reorganize and
centralize the MHSS. As each option is discussed, the
author presents the advantages, disadvantages, constraints,

and "crown Jjewels” which should be preserved.
OPTION ONE - REDUCE THE DOD BENEFICIARY POPULATION

There are actually several variants of this generic
option. The first variant, which the author terms the
"European Model”, would transfer the responsibility for all
family member and retiree health care from DoD tao ather
agencies of tha.Faderal governmant. According to this
variant, the MHSS would provide care for only the active
duty service members. A second and related variant, which
the author terms the "0ld Army—-Navy Model”, would transfer
the responsibility for retiree and ratiree family health
care to some other segment of the federal gaovernment. The
MHSS would retain the mission of providing health care to

active duty service members and their families.
THE EUROPEAN MODEL

The European Mode' is based on the military health care
systems of France, Great Britain, Germany, and Canada. In
each of these countries, the vast majority of their armed
forces are stationed within the home country during
peacetime. For all of the armed forces stationed at home,

the military medical service provides health care oniy to
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active duty service members. Family members of active duty
soldiers, retirees, and retiree family members receive their
health care in the civilian health care systems of their
respective countries. Their civilian health care costs are
paid by their governments through their national health

insurance systems.

On certain occasions, these countries permit their
service members who are stationed overseas, or in isolated
areas, to take their families with them. In some cases,
these family members receive their health care fraom the
civilian health care providers of the host nagian. In gther
cases, however, these family members are entitled to receive
medical care from their own military health care providers.
This latter option is likely to occur if adequate medical
care is not available from host nation resources, or is not
available in small isclated areas, or if such host nation

medical care is too expensive.

The major advantages of the European Model derive from
its relat.ive simplicity compared to the American MHSS. Each
medical department is organized, staffed, end equipped to
provide hsalth care to service members during peacetime and
wartime. While each medical department must still plan for
wartime contingencies and provide direct health care to its
service members through a system of military hospitals and

clinics, these tasks are simpler when only military service
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members are involved. During psacetime, medical
administrators, planners, and logisticians can concentrate
sclely on the needs of their adult service members and the
active duty forces. Furthermore, if one or more of these
nations deploys forces overseas in a cambat'role, their
medical departments can concentrate solely on the needs of

active duty service members.

Since each of the four nations mentioned has a viable
form of national health insurance, and since each of these
nations keeps most of its armed forces and their fFamilias at
home, these active duty family members have baoth the access
and the financial support needed to obtain quality health
care. Perhaps the major disadvantage of the European Model
involves the medical support required by family members who
are stationed in foreign nations or in isclated parts of
their own countries. In such cases, the medical departments
must compensate by sending additional health care providers,

medical supplies, and medical equipment to these areas.

There are saveral factors which would constrain the
adoption of the Europsan Model by Deoll. First, there is no
national health insurance system in the U.S. that could take
the place of the military health care benafit for family
merbers and retirees. Even the Medicare program is widely
recognized as being inferior to the CHAMPUS benefit or

military health care. Second, many military posts are in
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relatively 1salated areas, which do not have sufficient
health carse resources to provide care to both the civilian
and military (active duty and retired) populations. Third,
active duty family members, retirees, and their family
members have bheen promised access to militafg health care as
an entitlement benaefit. Abolition of this health cars
benefit would endanger the survival of the "all volunteer”
armed forces and would break faith with every active duty
and retired service member. Fourth, and perhaps mast
impaortant in Washington, abolition of this entitlement
benefit would céuse a political furor in Congressional
districts near military posts. As one Congressional leader
stated recently, he certainly listens to his constituents,

especially in an election year.
THE OLD ARMY-NAVUY MODEL

The ”01d Army-Navy Model” represents a return to the
pre-World War II era, when the Army and Navy medical
departments provided medical care to military parsonnel and
certain civilian employees by law, and to fFamily members of
servicemen by custom, but did not routinely provide care to
retirees. At that time, and certainly since, medical care
for family members was seen as a positive factor in
promoting peacetime morale and combat readiness and in
retaining quality military personnel in the armed forces.

There are several advantages to this model. First, soldiers
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and sailors who could aobtain medical care for their Familias
had a financial incentive to remain on activa duty and
camplete a military career. Second, medical care for family
mambers produced a sanse that the saervices cared about
soldiers and sailors, that each service would “take care aof
its own”. Thus military medical care gave soldiers and
sailors a psychological incentive to ramain on active duty
as well. Third, good medical care could also promote and
enhance unit morale and esprit, by contributing to the
feeling that the individual soldier or sailor belonged to
and was part of a quality team. Fourth, good medical care
improved combat readiness because soldiegs and sailors could
trust that in times of war, both they and their fFamilies

would receive proper medical care and support.

Unfortunately, providing medical care to family members
also has certain disadvantages. First, providing care to
fFamily members increases overall health care costs,
especially in the modern sra of medical specialization. For
example, family member visits to military emergency rooms,
gynecology clinics, and general and specialty clinics
account for a great portion of the routine cost of military
outpatient health care today. In addition, family members
are often admitted to military hospitals for the diagnosis
and treatment of medical illnesses or for surgery, all of

which increases the cost of military inpatient health care.
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Second, 1n order to provide a full range of family care
services, the medical departments must esmploy certain types
and numbers of health care providsrs whao would not be needsd
if only active duty service members were being treated. For
axample, if the medical departments did not provide hsalth
care to families, there would be no need to staff hospitals

with pediatric nurses or pediatricians.

Third, and perhaps most importantly duringAa period of
downsizing, the provision of medical care to family members
requires additional force structure and personnel,
especially during wartime. AsS noted previouslg, the medical
departments can not afford to fully staff both the direct
health care system (TDA system) and the TOE system during
peacstime. For example, the AMEDD estimates that it waould
require approximately S500 physicians to fully staff the
direct health care (TDA) system and another 1800-2000
physicians to fully staff the TOE system.(133) Howsver, the
AMEDD only has about 5300 physicians. The difference
between the actual AMEDD physician strengéh and the number
of physicians needed to support the TOE mission, is about
3500. Most of those 3500 physicians would not be needed if
tha AMEDD no longer provided health care to retirees and
family members. Furthermore, in time of war, many of the

health care providers in the direct healtn care system will

be transferred to TOE medical units. Unless thess h=2alth
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care providers can be replaced by mobilizing reservists or
by hiring additional civilian health care providers, medical
care for family members will suffer. Therefore, the MHSS
must plan to increase the size of the health provider pool
in time of war.

The problem of providing health care to family members
and retirees in time cé>war was seen recently during
Operation Desert Shield and Desert Storm. Secretary Mendez,
the ASD(HA), directed that each medical department would
ensure that there would be nc reduction in health care
support for the family members of those active duty saervice
members who wara deploysed to Sauth West Asia.(134)
Therefore, the medical departments were forced to staff the
combat theater at 100% plus and simultaneocusly staff the
direct health care system at as close to 100% levels as
possible. This decision, valuable as it was for morale,
resulted in the activation and mobilization of thousands of
medical reservists to support the direct hsalth care system

in the U.S.

The fourth significant disadvantage of the 0ld
Army-Navy Model is that some other agency would still have
to accept responsibility for the health care of retirees and
their family members. As discussed above under the Eurocpean
Model, there is no currsnt federal agency , program, or

health plan which could and would readily accept this
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responsibility. Unless and until a national health

insurance program is adopted, the 0ld Army-Navy Model will
be Fimancially unacceptable to retirees and their families
and probably politically unacceptable to many Congressiocnal

leadsrs as well.

OPTION TWO - INCREMENTAL CHANGE

The incremental change option involves making gradual
improvemaents to the current MHSS that will rasult in
enhanced quality of patient care, greater operational
effectiveness and efficiency, and reduced or or more tightly
controlled operating costs. This option encourages small to
moderate changes in missions, organizations, and functions
of the ASD(HA) and the medical departments, but precludes

major changes in these areas.

Thaere arse saeveral advantages to the Incremental Change
gption. First, it is simplae. This option involves no major
changes in mission, organization, or functions. Second,
this option facilitates continuity of essential services.
Existing organizations and programs continue to provide
services while improvements arse being planned, tested, and
implemented. Idseally, sveryone in the system knows their
role in the system and knows how to make the system work at
their level. Third, this option allows leaders and managers

to build on success and to prioritize their efforts. Those
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arganizations which work waell alresady can sarve as modsls

for others. Leaders and managers can then concantrate on
those organizations which require more aid} Fourth, this
option tends to minimize risks. Since only small to
moderate changes will be attempted, it is not likely that
major catastrophes will occur. Fifth, since the system
remains essentially stable, the system is more likely to
succassfully deal with crises or major nsw test programs.
For example, during the Persian Gulf War, the ASD(HA) and
the thres medical departments used their usual
organizations, plans, and procedures to successfully
maobilize and deploy hundreds of medical Lnits and thousands
of medical personnel to South West Asia. Had the medical
departments besn in the midst of a major reorganization at
the start of Operation Desert Shield, it is questicnable

whether they would have besn as successful.

There are also several disadvantages. First,
maintenance of the status quo may inhibit needed change.
Since the existing system and its organizations remain
essentially intact, those people and groups in power will
remain in power, and may resist any changes which they
perceive to threaten them or their organizations. Sscond,
there are existing problems and cultural attitudes which may
constrain and inhibit change. Genuine differsnces of

opinion among the services over policy issues, interservice
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rivalry cver budgsets and programs, and service parochialism
have certainly impeded optimal change in the past and ars
likely to do so in the future. Third, it is usually
difficult to bring about major changes in results without
making major changes in how those results are produced.
Although the Incremental Change option may be relatively

“low risk”, it may also be relatively "low gain”,
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CHAPTER FIVE

MODELS QF JOINT MILITARY MEDICAL ORGANIZATION

The intant of this chapter is to analyze the aoption of
creating a new joint military medical organization, an
organization which might be batter abls to succsed in the
potentially troubled decades ahead. There are_three basitc
models for such a joint medical organization: a defensa
health agency, a unified medical command, or a unified
military medical service. Although each model is
substantially different, each has relatively similar goals.
Each model alsoc has intrinsic advantages, disadvantages, and
constraints which may determine its feasibility and
acceptability. In the final analysis, it is pclitical
acceptability, in Congress, in DoD, and in the Services,
which will ultimately determine which model will be selectec

for the Military Health Services System of the future.

Any suitable model of a joint military medical
organization for the MHSS must perform a core group of
missions and tasks:

1. Medical Readiness Mission - Ensure that the
medical readiness of the armed forces will be maintained, to
include peacetime training in military and medical

professional skills, research and development, procurement
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and deployment of medical equipment. medical administrative
and logistical support, and skilled and compassionate
patient care in time of war.

2. Health Benefit Mission - Ensure that quality
health care services will be provided to eligibla
beneficiaries either in the direct health care system,
through the CHAMPUS program, or through some other health
benefit program.

3. Mission Integration - Ensure that these two‘
primary missions will be fully integrated in both peacetime
and wartime.

t. Sustainment - Sustain the MHSS in terms of
recruiting, training, and retaining quality personnel;
obtaining and maintaining modern facilities and equipment;
and providing quality lsadership and management

S. Responsibility and Authority, Command and
Control - Establish a single individual who will bhe
responsible to the Secretary of Defensa, the CJCS, and the
services for the accomplishment of medical missions; and who
will have ths authority to integrate, direct, control,
allocate resources among, and enforce tradeoffs among the
various madical departments, services, and units. Ideally,
this one responsible person should have the authority to
command and control all medical organizations,

installations, and personnel.
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5. Support the Line - Ensure that the joint

medical crganization will remain responsive to the line.
UNIFIED MILITARY MEDICAL SERVICE

This model was proposed by General Dwight D. Eisanhocwer
when he was the Chief of Staff of the Army i1n 1946.(13%)
The concept was subsequently recommended by the Joint Chiefs
of Staff in 1848, but was one of the casualtiss of the

sarvice unification battles of 1347-1350.

ﬁccording.tc this model, all medical and dental
organizations, units, and personnel would be tranferred from
their parent armed services toc the new, single, unified
military medical service, which the author will refer to as
the Department of Defense Medical Service (DODMEDS).
DODMEDS would be coegqual with the armed services. As a
separate servics, DODMEDS would have the usual service
fFunctions of training, equipping, staffing, and sustaining
medical personnel and units for their peacetime and wartime
roles. DODMEDS would also carry out the medical readiness
and health benefits missions. As part of the medical
readiness mission, DODMEDS would provide both the general
medical suppaort and the service-unique medical support
required by the armed services during both peacetime and

wartime,




Thz ASD(HAY would revert to his traditional roles of
policy ard management oversight. The operational rolaes now
performed by the ASD(HA) would be assumed by the Chief of
Staff of DODMEDS. As the senior medical officer in DoD, the
Chief of Staff of DODMEDS would be coequal with the Chief of
Staff of the Army, Chief of Naval Operations, Chief of Staff
of the Air Force, andhthe Commandant of the Marine Corps.
Tha Chief of Staff of DODMEDS would serve as the senior
military medical adviser to the Secretary of Defense, the
ASOC(HA)Y, and the CJCS. The Chief of Staff of DODMEDS would
also be the chief sxecutive officer of DODMEDS and would be
responsible for all of the missions and tasks noted above.
Consistent with Congressional legislation, the Chief of
Staff of DODMEDS might occupy a senior command position,
similar ta the Chief of Naval Operations, or might occupy
the senior staff position in DODMEDS, similar to the Chief
of Staff of the Army. In addition, consistent with such
legislation, the Chief of Staff of DODMEDS might be

appointed as the sixth permanent member of the JCS.

The Surgeons General wguld transfer to DODMEDS with
their medical departments. The Surgeons General would be
dual-hatted, serving as the advisers to ths Chief of Staff
of DODMEDS for their armed services, while also serving as
the medical advisers to the chiefs of staff of their

respective armed services. They would retain small staff
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arganizatiaons to accamplish thase functians. All of tha

other staff positions from tha formerly large offices of the
surgeons general would be consolidated into the DODMEDS

staff.

DODMEDS would command and control all medical
organizations and units, personnel, installations, and
Facilities. DODMEDS would alsc have total responsibility
for medical programming and budgeting. DODMEDS would work
closely with sach armed service, with subordinate service
commands, and with sach unified and specified command to
ensure that service needs and CINC needs would be
continuously met. Consistent with Congressional legislation
and the wishes of the combatant services, DODMEDS personnsl
could retain a service-specific affiliation and uniform
throughout their careers, such as is daone in the German

military medical service, the Bundeswehr Sanitaets und

Gasundheitswaesan.(136) They could adopt a DODMEDS-specific

affiliation, but wear the uniform of ons of the thres armed
services, such as is done in the Canadian Forces Medical
Service.(137) Or, they could adopt a DODMEDS-specific
affiliation and uniform, such as is done in the French

Service 08 Sante.(1382) If this latter agption were chasen,

the controversial “purple suit” might finally become a

reality.
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Trere are several advantages to this model. First, the
command and control relationships would be absoclutely
clear-cut. Everyane and everything medical would belong to
DODMEDS. Second, this model would ensure that the Chief of
Staff of DODMEDS would be responsible for all DQOMEDS
activities. Third, by unifying the previously separate
medical departments, this model would nrovide opportunities
to consolidate some common functions, such as quality
assurance and medical logistics. This consolidation could
provide more effective use of personnel, more effective and
efficient operations, and potential cost savings. Fourth,
unification would simplify the problem of command and
control of medical units. Not only could resources be
traded off among the various medical organizations more
effectively, but is would also be easier to sstablish
gecgraphic regional medical commands. Thase regional
commands could facilitate patient referrals in the direct
health care system and could support managed care programs,
such as the Coordinated Care Program, throughout their

regions.

Not surprisingly, there are also several disadvantages
to this model. First, it is the most radical and disruprive
of the three joint models. Creation of a new military
service would require significant investment of time and

labor, many Congressicnal hearings, and significant revision
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of existing legislation. The services would lose
substantial numbers of persomnel, force structure, and
resource dollars. Second, this model has the potential of
being the least responsive to service needs, because the
services lose almost all control over medical assets.

Third, this model would probahbly requirs an increase in
medical and administrative infrastructure. For example, a
separata military department might have to be created to
provide support to the DODMEDS., 0Or, if DODMEDS were to he
an indepsndent military service without a supporting
military department, then additional infrastructure within
the Office of the Secretary of Defsnse would have to be
created to support DODMEDS. Fourth, it is really unknown
whether this nption would save money in the short-term.
However, it could result in cost savings in the long-term if
sufficient efficiencies could be achieved. Fifth, for all
of the disadvantages noted above, this model would be the
least politically acceptable option. The services would be
likely to vigorously resist such a change. Congress and DoD
would be more likely to choose a less disruptive model,
especially one with a proven track record, such as a unified
command or a defense agency. Finally, in times of budget
deficits, cost reductions, and "downsizing” military force
structure, the creation of a nmew military servicse would be

politically impractical.
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UNIFIED MEDICAL COMMAND

Tha second model is that of a unified medical command.
Ralph Fuertner and Mark Smith in their well-written "Raview
of the DoD Organization for Health Care” report of 1891 used
the term "MEDCOM”, for this model.(139) The author also

uses their term in this paper.

Although similar in some ways to the DODMEDS concept
discussad above, tha MEDCOM would not be an independant
service, but instead would be a unified command, a part of
the current structure af unified and specified commands. As
a unified command, MEDCOM would be somewhat similar to the
U.S. Transportation Command, TRANSCOM. As a unified
command, it would receive support from the services, but
waould also support the ssrvices and ths othar unified and
specified commands. As with DOOMEDS, the services would
transfer all medical facilities and equipment to MEDCOM.
The services would also transfer all medical military
persannel spaces and all civilian personnel positions to
MEDCOM. However, all military personnel would continue to
bs affiliated with and remain on the personnel rolls of
their respective services. The services would continue to

perform their classic support functions for MEDCOM.

The ASOD(HA) would continue his policy and management

oversight reoles, but would relinquish his operational roles
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to tha Commander-in-Chief (CINC) of HEDCON, The CINC would
sarve as the senior military medical advisor to the
Sacretary of Defense, ASO(HA), and to the CJCS. The CINC
would also be the chief executive officer of the MHSS and
the single individual responsible for the accomplishment of
the medical readiness and health henefit missions. The CINC
and his staff would be responsible for all medical

programming and budgeting.

The Surgeons General and most of their staffs would
also transfer to the MEDCOM. The Surgeons General would be
dual-hatted, that is, they would advise the CINC about
medical matters related to their respective services and
would advise their service secratarias and chiefs of staff
on medical matters. The Surgeons General would retain small

service staffs fFor these purposes.

There are several advantages to this approach. First,
it builds on the relatively successful precedent of
TRANSCOM. TRANSCOM has demonstrated that the concept of a
unified support command can work. Second, it provides a
sufficient amount of consclidation and centralization to be
effective, without completely disrupting the traditional
arrangmants between the servicaes and their medical
departments and persamnnal. Third, trere is probably
sufficient command and control capability to enforce

interservice cooperation and cross-service tradeoffs.
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There are also several disadvantages. First, this
model creates another unified command at a . time of
downsizing. GEN Powell, the CJCS, has been reported to have
cbjected to the creation of any additional unified
commands. (140) Second, by removing medical units and
civilian paersonnel from the services, the services might
feel either threatened or poorly supported. Third, because
the military personnel ultimately belong to the services,
there could be misunderstandings and honest disagreements
between the services and MEDCOM about personnel issues.
There could also be disagreements about logistics and

funding issues.

Ultimately, whether this model would be politically
acceptable depends upon the opinions of Congress, of the
CJCS, and the services. Fuertner and Smith recommended in
their study that the MEDCOM option be sslected.(1%1)
Subsequently, hawever, the CJCS and the four services voted

against the MEDCOM option.(142> It was not selected.

DEFENSE HEALTH AGENCY

The Defense Health Agency (DHA) model follows the
pattern of other combat support anencies, such as the
Defense Logistics Agency (DLA)Y, the Defense Commissary

Agency (DeCA), and the Defense Communications Agency (DCAD.
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Al. medical personnel, facilities, and equipment would
be transferred from the parent services to the DHA. The DHA
would conduct and control the ogpesrations of the dirsct
health care system and would also perform the medical
readiness missian. The services would perform their

classical functions.

The ASD(HA) would establish policy, exarciss managsmant
oversight, and exerciss operational control ovéf the DOHA.
The ASDC(HA) would appoint a Director of the DHA, who could
be a flag officer or an equivalent Senior Executive Service
civilian. The director would bes responsible for carrying
out the medical readiness and health benaefit missions, for
integrating them, and for programming and budgeting for the

agency.

The Surgeons General and their staffs would also
transfer to the DHA. The Surgeons general would be
dual-hatted, serving as advisers to the Director of the DHA
on service-specific matters, while still providing medical
advice to their respective service secretaries and chiefs of

staff, anmnd the CJCS.

The primary advantage of this model is that it builds
on the success of of the existing combat support agencies.

Second, this model creates the leas!i disruption of the
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current MHSS and Do0. Third, it would probably provide

sufficient command and control capability to be effective.

The primary disadvantage of this model is that sven if
the director is a flag officer, he will not have the stature
of a service chief of staff or a CINC of a unified command,
he will not be a senioq cammander, and he will probably not
have the same control over the MHSS that an authentic senior
commander would have. Second, the services will probably
ratain more power and mors control with the DHA model than
with the other two models. While this might not be a
disadvantage from the services’ viswpoints, fha DHA might
not achieve sufficient control over its people and programs

to accomplish its missions.

DECISIONS - 1381 AND BEYOND

What than will be the model of the future? As
discussed above, the DODMEDS model is not being seriously
considered today. The authors of the "Revisw of the DoD
Organization for Health Care” recommended adoption of the
MEDCOM model.(143) Mr Davaid D. Cooke, the Director of
Administration and Management for Dod, advocated the MEDCOM
recommendation. (144> However, that model was not acceptabls
to the CJCS or the services.(14S) The DHA model was also
not acceptable toc the CJCS and the services, but it was

strongly advocated by several influential Congressional
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leaders. aspecially Representative John Murtha, the Chairman
of the Defense Subcommittee of the House Appropriations
Committee.(1486) It has been reported that Secretary Mendez
actually favored the DHA model at one point in time.
Secretary Mendez faced a gquandary, howaver. If ha wanted to
institute a Coordinated Care Program in the near future, he
needed stability in thé MHSS. He could not afford to causs
the turmgil in the MHSS that adoption of a new DOHA would
realistically produce. He did not believe that the MHSS
could successfully take on both the Coordinated Care Program
and the conversion to a DHA simultaneously.(147) Therefore,
Secretary Mendez recommended to the Deputy Secretary of
Defense, David S. Addington, that the option of incremental
change be adopted. (148> 0On 1 October, 1991, Secretary Mendez
was granted authority to control all funds for the direct
health care system and CHARMPUS.(143) The services retained

budget authority only for organic medical units.

If the Coordinated Care Program and the other policy
initiatives of the ASD(HA) are succesful, then the optian
for incremental chamnge will be deemed a success and will
continue. If the incremental change aption is not
successful, howsver, then there will be increasing prassure
to further consolidate and unify the medical departments.
At present, the DHA option appears to be the probable next

step on the path to jointness.
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CHAPTER SIX

CONCERNS FOR THE FUTURE

The concept that change can have both positive and
negative consequences 1s ancient and universal. For
example, the Chinese ideogram for the word "change” has two
meanings, opportunity and danger. As we look toward the
Future of the MHSS, both of these meanings seem quite real.
No ore can accurately predict the natures and the extent of
the changes which may occur in and to the MHSS over the next
twenty years. While there will certainly Ee appartunities
to improve the quality of medical readiness and health care
that the MHSS provides, there are also potential dangers
ahead. As we think about and plan for the future, it is
imperative that we preserve the best aspects of military
medicing, the "crown jewels” that ensure guality 1n patient
care, quality in medical readiness, and quality in our
people and programs. Conversely, if plans and programs for
change are poorly conceived and executed, then the changes
which result may be so detrimental to the MHSS that
military medicine may be damaged irreparably. It is up to us
in the MHSS, and to our political and military leaders, to
ensure that change will be as constructive and positive as

possible as we enter the Twenty-First Century.




As discussed in the last chapter, thaere ars savaral
core missicns and tasks which military medicine must
accamplish 1f it is to provide quality support to our
patients and to our armed forces in the future. The medical
readiness and health benefit missions ars most important.
The integration, sustainment, command and control, and
support tasks ars also.very important. Theoretically, any
organizational model could accomplish these missigns and
tasks. In fact, howaver, sach of the possible options and
models fFor MHSS organization has intrinsic advantages,
disadvantages, and constraints which could affect mission
and task accomplishment. Furthermore, even a "perfact”
organizational model could fail if it were implemented
poorly in the real world of Congressional and interservice
politics. To ensure succsssful implementation of change 1in
the futurs, it is important that we address two additional
guestions. What are some of the "real world” constraints
that could adversely affect future change? What are some of
the "crown jewels” of military medicine that could have a

positive outcome on the future?
REAL-WORLDO CONSTRAINTS

While there are many "maedically common” aspects that
the three medical departments share, there ars also some key
"sarvice-unique” differencaes that serve as real constraints

on Joint medical operations. As the three military
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departments asvolved independently over time, each medical
dapartment developed its own culture and organization in
arder to adapt to and meet the operational and health care
needs of its parent military department and service. Each
medical department developed its particula:- systems for
command and contrsl and resource allocation in accordance
with the systems of its parent military department and
service. Furthermore, each medical department developea a
particular line-medical department support relationship that
was appropriate for that particular military dsepartment and

sarvice at a particular point in time.

The term "service-unique diffsrences” is parhaps a
better term than "interservice differences” in this
discussion. The former term is neutral whereas the latter
term implies some actual friction betwsen the services. In
fact, these service-uniqus differences are almost never
right or wrong per se. All of these differences were
presumably practical and useful when they svolved. Today,
however, some of these differences may no longer be as
practical and useful. Some may actually be

counterproductive.

These service-unique differences ara powerful, in part,
because thay often exert indirect effects. These
differences shape tha perceptions, beliefs, and attitudes

which all service members have. For example, a: ‘ervice
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members move through their careers in particular medical
departments, these diffsrences shape the way in which thay
see the world around them and in what thag come to accept as
"normal”. These differences underlie and affect the ability
of service members to rationally analyze, make decisions,
lead, and manage. These differances also affect the ability
aof service members to cooperats, compromise, and work

together in joint medical operations.

Therefore, in thinking about and planning joint medical
operations, it is essential to consider the possibility that
sarvice-unique differences may arise. Jt thsn bscomes
important to identify such differences, so that they may be
discussed and dealt with openly and rationally. If certain
sarvice-unique differencas support the accomplishment of
care tasks and missions, then thase differences should be
viewed positively for the operation at hand. If octher
service-unique differences do not support the missions and
tasks at hand, then they should be viswed negatively for the
operation at hand. Several examples of paositive and
negative srvice-unique differences will follow in the next

ssction on "crown jewels”,

QUALITY THROUGH PRESERVATION OF CROWN JEWELS

Each military department, servicae, and medical

department has core values, provean traditions, and
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"lifablood” programs which are sean as vital to its survival

and its ability to accomplish its core missions and tasks.
These items are the "crown Jewels” for that organizatian.
At times, these crown jewels are saen as so basic and so
intrinsically important that they are taken for granted in
any discussion. At times, they are so intertwined that it
is difficult to discuss them separately. Their very
importance makes it imperative that they be preserved.
However, their background nature makes it possible for them
to be ignored at times when flashisr, new, or time-urgent

items are in the forefront.

Unfortunately, when important and emotionéi topics such
as medical reorganization are being reviewsd, the analysis
often addresses superficial aspects of Form, not important
items of substance. Vital topics such as core missions and
tasks or crown Jjewels are often ignored completely. In this
section, the author will discuss five crown jewels and will

comment of the service-unique aspects of each.
QUALITY PATIENT CARE

The most fundamental crown jewel in military medicine
is that quality patient care is our most important mission,
task, and goal. Our patients deserve the best of care
because they are fellow human beings, because as service

members they have volunteered to serve our nation and to

92




sacrifice their lives in its defense, and because medical
care is a legal benefit for them and their families as a
condition of their service contracts. For medical

personnel, quality and patient care ars indivisible.

Quality patient care requires compassionate and skilled
medical personnel, who have the attitudes, education, and
training needed to perform their roles. Guality patient
care also requires that these health care providers havé'
appropriate amounts of modern and functional equipment,

facilities, supplies, and administrative support.

The term "appropriate” is a topic of frequent
contraversy. Health care providers typically focus on their
clinical areas and on patient care. They tend to equate
guality and effectiveness with perfect patient outcome and
perfect support services. They often demand the best, most
expensive type of support possible. The issue of costs is
not ususually mentioned i1n a health care provider’s
definition of gquality patient cara. Administrators, in
contrast, typically devote much more attention to costs.
They tend to equate quality and efféctiveness with

efficiency and cost savings.

In a time of tight budgets, the term "appropriate” must
take on a balanced and reasonable meaning. Health care

providers must be prudent and must avoid unnecessary
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expenses which can bankrupt medical treatment facilities.
Administrators must undertake management efficiencies and
cost savings measures to conserve limited funds. Howsver,
such efficiency measuras must not be allowed to adversely
affect patient care. Plans to consolidate s;pport fFunctions
in order to save money only make sansa in terms of quality
if those plans improve the quality of patient care by
reinvaesting cost savings into other portions of the MHSS.
that will provide better suppaort to patient care. No
Congressional leader or warfighting senior leadsr should
expect the MHSS to generate substantial savings. Such
savings could only coms at the axpense of quality patient

care.
MEDICAL READINESS

In the armed forces, the concept of quality patient
care includes both the health benefit mission and the
medical readiness mission. For thoss medical personnel who
are involved daily with patient care in the direct health
cara system, the short-term damands and needs of existing
patients tend to take priority over medical readiness
concerns, which may be somewhat nebulous and long-term.
Those health care providers who have served in wartime,
however, understand that if sufficient attention is not paid
to the medical rsadiness mission during peacetime, then

patients in wartime will suffer needlessly.
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At timas, the medical departments seem to be caught in
the middle betwsen Congress and their service warfighters.
Congressional leaders have frequently emphasized that, in
ardsr to raducas CHAMPUS costs, the maximum pumbar of
eligible beneficiaries possible should be cared for within
the direct health care system. Unfortunataely, time devoted
to medical readiness ahuals time taken away from patient
care. Congress often pays lip service toc medical readiness,

but devotes its real attention to costs. The sarvices, on

the other hand..want the medical departments to participate
maximally in medical readiness activities, but also want
active duty service members and their families to receive
rapid and comprshensive medical treatment on demand.
Furthermore, esach service has imposed budget and persocnnel
ceilings on their medical departments in the past. Thase
budget and personnel ceilings make it impaossible to Fully
accomplish both the health benafit and medical readiness

missions,

In the future, the medical departments ares likely to be
asked to do even more with less. The Coordinated Care
Program provides an opportunity to contract some of the
CHAMPUS and diresct health care workload to civilian
providers. If this program is successful, then there may be
more resources and more opportunitiass for the medical

departmaents to improve their madical readiness posture
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without adversely affecting the health benefit mission and

DoD health care costs.
MEDICAL RESEARCH AND DEVELOPMENT

As noted above in the section on AMEDD sustainment,
medical research and development is valuable to both the
armed services and to the medical departments. The armed
services benefit from the protective and snhancement results
of military medical research. Service members can work,
fight, and survive better as a result of military medical
research and development. The medical departments also
benefit because medical research and devslopment provides
opportunities for full-time health care providers and GME
Faculty members, who are interested in medical research, to
Fulfill both their patient care and personal professional
goals. HMoreover, those hsalth care professionals who work
full-time in medical research and development can alsoc be
used to support the patient care and medical rsadiness

missions as needed.
GRADUATE MEDICAL EDUCATION

The GME systems of the medical departments are indeed
crown jewels. However, the different medical departments
view and value GME saomewhat differently. The AMEDD considers
GME its lifeblood. GME programs provide critical medical

training, which then enhances both the quality of patient
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care in peacetime and the effectivenass of medical care in
wartime. OGME is also a major tool for recruiting younger
physicians and an even more useful tool for retaining
experienced physicians. Furthermore, GME is also a staffing
tool. GME furnishes a relatively low-cost pool of
physicians to provide medical care in teaching hospitals.

If GME is reduced, either more expensive civilian physicians
must be hired, or the numbers of patients cared for in the
military teaching hospitals must be reduced. Either option
results in still higher health care costs. Therefors, the
AMEDD has consistently devoted about 33% of its active duty

madical officer positions to trainees in GME programs.(150)

The Navy and Air Force have smaller GME programs, in
part due ta gperatiornal constraints and in part due to
conscious design. For years, Congress and service
warfighters, especially in the Navy, have demanded that the
medical departments employ more physicians out in the fielid
and fewer physicians in GME. Compliance with this demand
meant that the medical departments would require many if not
most of their graduating interns to go to the fleet or to
the field and enter practice. In the Army’s view, this
would place too many partially trained physicians out in
practice, a potentially dangerocus situation for the
patients, physicians, and services alike. Recognizing both

the advantages and disadvantages, the Navy has consistently
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sant tha vast majority of its graduating interns out to the

fleet and field after internship.(151)

The Navy and Air Force also devote feswer resources to
GME. Cansequently, these medical departments have fewer GME
programs, fewer teaching hospitals, and fewer physicians in
military GME training. As a rssult, the Navy Medical
Department has great difficulty retaining anough physicians
to sustain itself. The Rir Force, which has the smallest’
GME program, has tooc few GME positions to meet its needs,
and hence sends some three hundred physicians out to
civilian teaching hospitals every year for re;idencu and
fellowship training.(152) The long-term retention of these
physicians who are trained outside the military GME system
tends to be lower than the retention of those trained in
military GME programs.(153) Furthermors, the Navy and Air
Force have too few specialists and subspacialists to meet
all of their health care needs. They are usually capable of
caring for active duty service members, but are often far
less capables than the Army of providing health care to other
sligible benaficiaries. From an overall MHSS point of view,
the AMNEDD has bmen carrying far more than its fair share of
the burden of caring for active duty families, retirees, and

their families.

It is time for military medicine to accept the hard

truths abova. IF the MHSS is to succeed in its medical
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readiness and hsalth benafit missions, vital GME programs
are sgssantial. Quality patient care depends on GME. GME
programs should not be reduced or consolidated merely to
save monsy in the short-term, because such savings are
illusory. If GME is lost, the medical dapaftments will not
be abhle to sustain themselves in the long-term, the number
of patients receiving c¢are in the direct care system will.
decline, and CHAMPUS costs will increass even further. DoD,
the servicaes, and each of the medical departments must
invest in the future by ensuring strong GME programs in each

medical departmént.
MEDICAL COMMAND AND CONTROL

As noted previously, the medical departments alsao
differ in their systems of command and control. The Army
has threes functional medical commands which comménd,
control, and resourcs local medical and dental trsatmant
Facilities. Thse Navy commands and controls madical
treatment facilities and medical units through line
commanders, but provides resources through medical channels.
The Air Ferce has no medical command and control structure.
Line commanders provide command, control, and resources to

medical and dental treatment facilities.

In the author’'s opinion, the AMEDD command and control

system is in the bast position to introduce the Coordinated
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Care Program. The Health Services Command (HSC) has already
implemented a system of regional medical centers which
support the MIFs in their regions. HSC has also carried out
gseveral Catchment Area Managemant (CAM) projects at Army
installations. Today, the HSC staff can support local MTF
commanders as they begin local managed care activities.
Furthsrmore, if regional approaches to managed care seem
practical in certain areas in ths future, then HSC and the
regional medical centers can facilitate those efforts as
well. HSC has already convened saveral training conferencss

on implementing managed care programs.

The Air Force, in contrast, is likely to hava seveare
difficulties with Coordinated Care. Becauss there is no
centralizad medical command and control structure, the
entire burden of training Air Force MIFs about managed care
and supervising their efforts will fall on the small Office
of the Air Farce Surgeon General. Furthermore, because
contiguous Air Force bases often belong to different Major
Commands, it will be difficult to develop any regional

approaches tao managed care.

Air Force line commanders state frankly that they like
their system in which they control their local medical
assets.(154%) They feel that their medical personnel respond
to them quite well. Because the Air Force is organized

according to a "wing community” concept, having control of
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all of a commander's assets has traditionally been important
to both peacstims operations and readiness. Today, however,
in a period of diminished threats externally and downsizing
of military forces at home, the disadvantagss of the current
decentralized Air Force medical command and control system

may outwsigh its advantages.

The idesal command and control would provide the
optimum balance of centralized control, central and regional
support to local medical treatment facilities, decentralized
execution by local MIF commanders, and responsiveness to the
line. The Army’s medical command and cohtrol system offfers
the advantagss of centralized command and control, the
ability to support the Coordinated Cars program with both
central and regional assistance, and the ability to
decentralize exscution to the local medical trsatment
facility commander. Furthermors, as has already been
demonstrated, a centralized medical command and control
system, such as the AMEDD system, can also be responsive to
line commanders if ths system is organized and controlled
approprigtely. In the author's opinion, the AMEDD’'s system
of commang and control should bs the command and control

system for any consclidated MHSS of tha fFuturas.
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MEDICAL CORPS COMMAND

Beginning in 1775, the Continental Congess initiated
the principle that physicians should control patient care
activities and patient care organizations. This principle
was enforced very well until the late 1340’'s, when the Air
Force was created. In the last twsnty years, there have
bean maves in both the Army and the Navy to have
non-physician medical personnel serve as commanders of
patient care units. These moves have bsen recommended
because physicians are ostensibly too valuable to waste as
commandsrs, or that physicians are not well sufficiently
trained as managers and leaders to be commandsers.(155) In
the AMEDD, the majority of these non-physician commanders
have been Medical Service Corps officers, who have virtually
no medical training, no patient care management training,

and no experience in patient care whatsoaver.

The concept that physicians should command patient care
units is naither novel nor unusual. In Fact, it is not any
different than stating that submariners should caommand
submarines, parachutists should command airborne units, or
that aviators should command aviation units. Commanders of
highly technical areas must know their arsas well, must
understand how different disciplines work together in order

to accomplish important goals, and must undaerstand what

102




goals are really important. If we have learned nothing else
from the mistakes of American industry in the last dacads,
we should have learned that those managers who ares most
concernad with efficiency and cost-cutting in the short-term
are usually gquite ineffective at leading their organizations

in the lang-term.

Since quality patient care is the most fundamentally
important mission of the medical departments, then those
professional personnel who are the best educated, best
trained, and most experienced in providing patient care
should command and control patient care units; If that
criterion is applied, then physicians, and only physicians,

will command patient carms units in the futurs.
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CHAPTER SEUVEN

CONCLUSIONS AND_RECOMMENDATIONS

CONCLUSIONS

The U.S. Armed Fo;ces and their medical departments are
in a time of transition between the Cold War and the
Twenty-First Century. The absence of significant military
threats abroad, the economic recession at home, and
declining defense budgets will cause large-scale reductions
in the armed forces by the end of this century. Rising
costs of military health care have been aggravated by the
costs of the CHAMPUS program, which are increasing sven mare
rapidly. The Military Health Services System fFaces
increasingly severe budgetary and force structure
constraints as it attempts to maet its health banefit and

medical readiness missions.

As the MHSS attempts toc cops with these problems, major
changes in mission or organization may be required. As
options and models for change ars studied and examined, it
is important that several key factors be kept Firmly in
mind. First, quality patient care is the fundamental value
and the maost important issue for military medicine. The
issue of quality patient care must be considered in all

discussions and all studies of organizational change aof the




MHSS. Seccnd, the MHSS has a core group of missions and
tasks which must be accomplished. 0Only thosa options and
organi1zational models which support these core missions and
tasks have a real chance of success. Third, if major
organizational changes are to be made, care must be taken to
preserve tha best parts, the crown jeuwels, of the current
MHSS. Fourth, a strong Graduate Medical Education program
is an important component of quality patient care and a key
ingredient for the survival of the MHSS in the future.

Fifth and finally, for the MHSS to be most effsctiva,
especially as we attempt to implemsnt the_Coordinated Care
Program, we must have a strong and viable medical command
and control system. This command and control system, and
all of its subordinate patient care units, must be commanded
and controlled by physicians, the only health care
professionals with the education, training, and experience

needed to produce quality patient care.

RECOMMENDATIONS

First, the ASD(HA) should appoint a "Blue Ribbon Parnel”
of civilian and military health care experts to study the
issue of further centralization and consolidation of the
MHSS., This panel should focus on the missions and the
optimum organizational form for the MHSS of the future. The
panel should alsc determine the optimum process to plan for

and execute Further consolidation. This panel should also
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study the "crawn jewels” identified above, in particular the
aspaect of madical resesarch and desvelopment and medical
command and control, so that these core values and lifeblood
programs will be treated carefully in the transition
process. Since it is more important to address how to
provide quality health caras and medical readiness than it is
to develop new efficiency strategies, the majority of the
panel members should be military physicians who are
experienced in both providing medical care and in commanding

and controlling medical organizations.

Second, the ASD(HA) should appoint a team of military
health care providers and support parsonnel to study the
unified military health service systems of several fForeign
countries, to include Canada, Great Britain, France, and
Germany. This team should investigate how these nations
Fulfill "sarvice-unique” medical requirements, how theay
provide direct health care support to active duty personnel
and family mambers, and how they carry out the core values
and lifeblood programs noted above. The report of this team
should be provided to the Blue Ribbon Panel for their

cansideration.

Third, the ASDO(HA) should appoint another team of
military health care providers and support personnel to
study the issue of graduate medical education. This team

should review all aspects of GME, in order to make sound
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recommendations for how GME should be carried out in the
future. In particular, this team should study the available
data about the research and davelopment carried out in
connection with GME, the patient care provided by the
trainees and faculty members of GME programs, the recruiting
and retention aspects of GME, and the financial benefits and
costs of GME, so that fﬁeg can reach informed conclusions
about the medical impacts, the readiness impacts, and the
Financial impacts of their recommendations on the MHSS. The
report of this team should also be provided to the Bluse

Ribbon Panel for their considaration.

Fourth, the ASO(HA) should continue his efforts to
deepan and strengthen positive cooperation amang the
personnal of the MHSS. Successful cooperative activities
should be studied, publicized, and applauded. A report on
the lessons learnsd from such cooperative efforts should be
widely disseminated. The ASD(HA) and his staff should
continue their efforts to foster a corporate culture of
medical professional excellence, gquality patient care,
military professionalism, and physician-led teamwork

throughout the MHSS.

EPILOGUE - TO SHAPE THE FUTURE

The men and women who are part of military medicine

today have inherited a common legacy and face a common
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challenge. QOur common legacy is our tradition of devotion
to our patients, our two centuries of faithful sarvice in
both psace and war, our proud record of scientific
achievement and professional excellence, and the willingness
of esach of us to sacrifice our lives if need be "to conserve
the fighting strength”. This legacy binds us together,

whatever our branch of service or color of uniform.

Our common challenge is aur task to shape the future of
military medicine for those men and women who will follow us
and for their patients., We must esnsure that military
medicine remains strong and viable in the uncertain years

ahead.

We may not be able to predict the future with
certainty, but we can shape that future. UWe can keep faith
with our heritage and our patients by ensuring that quality
patient care remains the fundamental value and the
fundamental goal of military medicine. Everything we do
should contribute to quality patient cars, whether on the
battlefield, in the hospital, or in the clinic. We can also
shape the future by preserving and strengthaning the best
parts of modern military medicine, our crown jeuwsls. UWe
must ensura that our lifeblood programs, graduate medical
education and military medical ressarch and davelopment,
remain strong and viable. They guarantee our future. UWe

must also preserve the core concept that physicians, and
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only physicians, should cammand patiant cara maedical

organizations and units.

The task for all of us in military medicine is to shape
the future. This is our challenge, our responsibility, and

our duty.
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GLOSSARY

AFMS: Aic Force Medical Service.

AMEDD: Army Medical Department - An organizational and
functignal term which refsers to all medically-related
organizations, units, branches, and personnel within the
U.S. Aarmy - Includes the officer branches (Medical Corps,
Dental Corps, Army Nurse Corps, Veterinary Corps, Army
Medical Specialist Corps, and Medical Service Corps) and
the enlisted medical career branches within the 81 Career
Field Series (e.g., practical nurse, basic field medic,
laboratory technician, x-ray technician, medical
specialist). -

ASOD(HA): Assistant Secretary of Defense for Health Affairs
~ The senior health care official within the DeD.

CJCo: Chairman of the Joint Chiefs of Staff - -The nation’s
senior military officer and senior military adviser to the
President and the Secretary of Defense.

CHAMPUS: Civilian Health And Medical Program for the
Uniformed Services - The DoD’'s health insurance program for
family members of active duty service members, military
retirees, and family members of retirees.

Coordinated Carae: A new Dol managed health care program
which will attempt to 1mprove access to health care for
patients and to control health care costs. Local medical
commanders will contract with local civilian health care
providers to purchase civilian medical services for military
benficiariaes at fees lower than those usually paid by
CHAMPUS.

DENTAC: An AMEDD command and control organization which
includes all of the dental elements on a post or in a
def ined region.

DHA: Defensa Health Agency - A conceptual term for a DoD
consclidated health cars agency, which would be somewhat
similar to the Defense Commissary Agency or the Defense

Logistics Agency.

Direct Health Cara System: A functional term which refers to
all of the permanent medical treatment facilities of the
three medical departments. These military hospitals and
clinics provide health care services directly to eligible
beneficiaries. In contrast, the CHAMPUS program provides
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health care services "indirectly”, that is, through civilian
sources. The Direct Health Care System is also referred to
as the TDA health care system or as the ”peacetima” health
care system, because it operates during both peacetime and
and wartime.

Dol: Department of Defense

Eligible Beneficiaries: Refers to those parsons who are
eligible by law to receive health care services from the
MHSS. This group includes active duty service members,
their spouses, and dependent children; retirees and their
spouses lass than age 65, and their dependent children; and
survivors of deceased active duty service members or
retireses, who are less than age 65, and their dependent
children . ’

European Model: The typs of military health care system most
frequently used by European and British Commonwealth
Countries - This type of military health cars system
pravides health care only to active duty service mambers.
Families of active duty service members and retirees receaive
their medical care through civilian sources, usually paid
for by soma form of national health insurancas.

GME: Graduate Medical Education - Internship, residency,
and fellowship training programs conducted in teaching
hospitals.

HSC: The Army's Health Services Command, which commands and
controls all Army medical and dental activities within the
Continental United Stataes, Alaska, Hawaii, and Panama.

JCS: Joint Chiefs of Staff

Joint: A term which refears to organizations, activities, and
programs which are composed of personnel from at least two
of the three military departments, that is, the Army, Navy,
and Air force.

Jointness: A conceptual term which‘refers to the degree of
unity, common organization, common command and control, and
cooperation among the military services.

Line: An organizational term which refers to those elements
which cary out the primary mission of the organization. In
the military, the term "line” is used in two ways: to
signify combat arms units and personnel; and to signify TOE
units, such as companies, battalions, brigades, and
divisions,
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MEDCOM: A proposed term for a unified medical command
composed of medical units and personnel from all three
military medical departments.

MEDDAC: Medical Department Activity - An AMEDD command and
control organization which includes all of the medical
slements on a post or in a defined region. The term usually
includes the post hagspital, its subordinate clinics, and
support agenciss.

MHSS: The current Military Health Services System, composed
of the Office of the ASD(HA), the three military medical
departments, and the Office of the Director of CHAMPUS . In
a functional ssnse, tha MHSS is compaosed of the dirsct
health care system and the CHAMPUS program.

MTIF: Medical TIreatment Facility - Hospitals or clinics.

0Old Army-Navy fModel: The type of military health care system
which pravides health care services to active duty service
members and their Families, but not to rstirees and their
families.

Purple Suit: A humorous term which refers to joint military
activities and programs. In theory, if Army green, Air
Force sky blue, Navy blue, and Marine olive drab were mixed
together, the color purple would result. The uniforms of
Joint personnel would then be purple suits.

TDAR: Tables of Distribution and Allowances - Refers to
military units which are organized, equipped, and trained to
participate in non-combat operations. TDA units and
organization provide the sustaining base for combat units.
IDA medical units are permanent, or fixed, medical treatment
facilities such as medical centers, community hospitals,
medical clinics, dental clinics, and their administrative
and logistical support activities.

TOE: Tables of Organization and Equipment - Refers to units

which are organized, squipped, and trained to participate 1in
combat ocperations.
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